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GENERAL INTRODUCTION 
Demographic conditions in the United States such as urbanization, immigration, 
poverty, contagious diseases, high infant mortality, unhealthy Uving conditions, school 
dropouts, and delinquency have influenced the development of new approaches to children 
and family services. During this time, those in helping professions, such as visiting nurses, 
visiting teachers, public health nurses, and school social workers, were all strongly 
influenced by the philosophical view that environmental conditions were major contributors 
to personal problems and illness (Wasik, Bryant, & Lyons, 1990). This philosophical view 
initiated public commitment to assist dependent and needy children in their homes rather than 
in institutions. In addition, the potential benefits of home and local community programs 
were re-evaluated by federal and state agencies. These agencies found that home programs 
are less costly than large institutional programs (Wasik et al, 1990). 
Social workers were some of the first professionals to focus attention on the family as 
a unit and on the interrelationships among family members (Broderick & Schrader, 1981). 
Even though they recognized the impact of adverse enviroimients and institutions on 
families, they did not have the necessary tools for effecting changes in those transactions. 
Therefore, they found themselves removing the child from the home with placement in foster 
care. 
In 1974 with the passage of the Juvenile Justice and Delinquency Prevention Act, the 
legislature mandated that children and youth whose offenses were running away or violating 
curfew should receive community-based treatment and not be placed in adult facilities 
(Schwartz, Jackson-Beek, & Anderson, 1984). This act called for the development of family-
level interaction models. For example, Patterson (1982) found that there are certain patterns 
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of interactions between parents and children that reinforce and exacerbate antisocial behavior. 
Those findings guided Miller & Prinz's (1990) home-based program interventions which 
consisted of teaching parents new ways of interacting with their children and adolescents. 
In the early 1980's, the Adoption Assistance and Child Welfare Reform Act (PL 96-
272) attempted to keep children and youth in their own homes whenever possible, rather than 
placing them in foster care (Early & Hawkins, 1994). The Family Preservation and Support 
Act provided the fimding to the states to develop and implement services to preserve families 
and prevent child placement. Such services are family-focused and home-based services 
(Berry. 1997). 
Several home-based programs were developed. The most popular program was 
"Homebuilders," a home-based program developed in the early 1970s. This program was 
adopted by most of the states to prevent children's out-of-home placement. The 
philosophical base of this program is that children belong with their biological families and 
that most families, with support and direction, are willing and able to learn better ways of 
caring for their children (Kinney, Haapala, & Booth, 1991). This is a short-term program 
that taught families new skills on how to manage interpersonal transactions and personal 
stress. 
Finally, in 1984, the Child and Adolescent Service System Program (CASSP) was 
initiated by the National Institute of Mental Health to encourage the development of home-
based services in the child mental health system (Lourie & Katz-Leavy, 1991). All of the 
home-based programs developed under CASSP shared three common goals: to preserve 
family integrity and avoid out-of-home placement; to provide the family with an ongoing 
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community support system; and to strengthen the family's social skills and capacity for 
functioning effectively in the community (Stroul & Goldman, 1990, p. 66). 
Families served by mental health home-based services have complex needs, and the 
children, adolescents, and adults in these families may exhibit multiple disorders. The home-
based family therapist needs to observe the family structure and assess which aspects of it are 
functional and which are impeding the family's ability to respond to new circumstances. 
They also need to be aware of the developmental needs of each family member and of the 
family's cultural values (Lindblad-Goldberg, Morrison, & Stem, 1998). 
Wasik, Bryant, and Lyons (1990) discussed certain advantages offered by the home-
based, family-centered programs. One of them is to reduce barriers to available services, 
such as lack of transportation, and to increase motivation on behalf of the clients. They also 
reduce the need for hospitalization by providing the support necessary for individuals to stay 
with their families. In addition, they provide therapists the unique opportunity to obtain 
relevant information about the family's environment, resources, and needs. Finally, they 
enhance the therapist's and service provider's ability to individualize services. 
Despite the advantage of home-based programs, in-home family therapy work can be 
overwhelming and stressful for the therapists. This type of work can lead to premature 
bumout. Therefore, it is important for the in-home therapist to woric in a supportive 
environment. This support potentially can be provided through the supervisory relationship. 
There has been much written regarding what supervision entails. Todd and Storm 
(1997) defined supervision as an ongoing relationship focused on therapists' practice settings 
and their specific development of competency as they gain practical experience. (Dther 
authors (Wasik, Bryant, and Lyons, 1990) defined supervision as a relationship with another 
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person that fosters professional goals. Mead (1990) wrote that supervision is primarily an 
enterprise wherein supervisors teach and guide supervisees, and that supervisees emerge 
through stages of learning with decreasing need for supervision. Finally, Todd and Storm 
(1997) viewed the supervisor's responsibility as one that includes the professional 
development of supervisees and their socialization into the profession. 
Even though the literature has identified the process of supervision for in-home 
therapists as pivotal for their work, most of the research in the area of supervision and 
therapy is done with therapists practicing in settings other than in-home family therapy. In a 
1988 literature review, Liddle, Breunlin and Schwartz (1988) found that there is an absence 
of literature on issues pertinent to the supervision of therapists who woric with families in the 
home. 
Specifically, there is a lack of research about those needs that home-based therapists 
consider to be important during their supervision experience. Only one qualitative research 
study examined the perceptions and experiences of therapists providing home-based family 
therapy (Christensen, 1995). An alternative supervisory approach for training therapists 
working in the home with multi-problem families was proposed by Zarski, Greenbank, Sand-
Pringle, and Cibik (1991). This approach emphasized the experience level of the therapist. 
The ultimate goal was to facilitate therapists' growth, teach novice therapists who work in the 
home to think systematically, and address difBcult therapeutic concerns through a variety of 
supervisory interventions. In neither article was an assessment made concerning the extent to 
which important needs were addressed in the supervision experience. 
The specific objectives of this study are as follows: 
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1. To investigate which supervision needs specifically are important for in-home family 
therapists in comparison with the supervision needs of therapists in other settings such as 
hospitals, residential treatment units, university clinics, private practice, and others. 
2. To investigate the extent to which those needs are addressed in the actual supervisory 
experience. 
3. To investigate the influence of background on what therapists feel is important during 
their supervision experience. 
4. To consider to what extent alliance with the supervisor is influenced by the extent to 
which supervision needs are met. 
DisiertatioD Organization 
This dissertation includes two chapters suitable for publication. The first section 
(Chapter I) is a review of literature concerning in-home therapy and supervision. The second 
section (Chapter II) describes an empirical study identifying which supervisory needs are 
important for in-home therapists as compared with clinical therapists. It also assesses how 
fiequently those needs are being met in the actual supervisory experience. The second section 
contains the methodology, data analysis, findings, and discussion of findings. This 
dissertation also contains appendices that include supplementary tables (Appendix A), the 
instruments used (Appendix B), and correspondence (Appendix C). At the end of the 
appendices is the Acknowledgments. A general introduction is located before the beginning 
of Chapter I and a general conclusion follows Chapter n. 
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CHAPTER I: THERAPY AND SUPERVISION: A LITERATURE REVIEW 
A paper to be submitted to Contemporary Family Therapy 
Milagros T. Masini 
Abstract 
In this paper theories and models that have helped provide a framework for the 
practice of home visiting are discussed. This paper reviews relevant literature regarding the 
field of family therapy, supervision of family therapists, in-home family therapy, and 
supervision of in-home family therapists. In general, the literature suggests that in-home 
family therapy offers the opportunity to access the family territory and to include all tlie 
members of the family in the therapy session. Research on in-home therapy supervision 
suggests that supervising in-home therapists is a difficult and demanding task. A research 
study using a sample of in-home therapists found that issues of safety, boundaries, home 
environment and distractions are among the issues needing to be addressed for supervisors of 
those therapists. Implications for supervisors, mental health providers, social agencies, as 
well as the education field are discussed. 
Introductton 
Training, consultation, and supervision represent three types of experiences conmion 
in the development of therapists. Liddle and Saba (1982) define training as the 
comprehensive teaching of theories, skills, and techniques that either precedes or occurs 
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alongside the development of clinical skills. Training involves the teaching of a specific 
model of therapy to therapists who are already qualified professionals. In other cases, 
training may occur along with supervision of practitioners striving to become fully qualified 
(Todd & Storm, 1997). 
Trainers accept ultimate responsibility for developing an educational experience 
targeted at a specific training request. This kind of relationship with therapists is one of 
teacher to student or expert to nonexpert. It is most often time-limited and includes readings, 
mini-lectures, skill-training exercises, and clinical work. Training generally occurs in an 
institute or agency setting, fi^quently with professionals who have a related degree and wish 
to learn marriage and family thenqsy (MFT). Legal liability may be lessened because 
participants are already embedded in a woric context with supervisory support. Furthermore, 
because therapists are already qualified professionals, and liability is minimal (Todd & 
Storm, 1997). 
In contrast, consultation is a short-term, peerlike exchange usually between qualified 
therapists and an invited expert (Pierce & Sprenkle, 1986). This can occur over an extended 
period of time; frequently it is a one-time encounter. A consultation may be requested for the 
purpose of obtaining ideas for overcoming therapeutic impasses, learning a new clinical 
reahn in which the consultant has expertise, or promoting personal and professional 
development. Consultants address these areas with a sensitivity to the entire consultation 
system, and with relationships between and among themselves, the therapists, the clients, and 
the organization (Wynne, & Weber, McDaniel, 1996). Because consultants have no 
responsibility for evaluating participants or their woric, foUow-up and liability are minimal. 
(Todd & Storm, 1997). 
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Finally, supervision is an ongoing relationship focused on therapists' practice settings 
and their specific development of competency as they gain practical experience. Supervision 
involves the following key elements: "(a) an experienced therapist, (b) safeguarding the 
welfare of the clients by, (c) monitoring the less experienced therapist's performance, (d) 
with real clients in clinical settings, and (e) with the intent to change the therapist's behavior 
to resemble that of an exemplar thenqjist" (Mead, 1990, p. 4). The supervisor's 
responsibility includes the professional development of supervisees and their socialization 
into the profession (Todd & Storm, 1997). The American Association for Marriage and 
Family Therapy (AAMFT) has placed special emphasis on this aspect of a therapist's 
development. 
The supervision process can fit the specific needs, goals, and learning styles of 
supervisees. Since supervision tends to occur over an extended period of time, an intimate 
and intensive relationship between supervisors and therapists can be developed. Therapists 
usually schedule appointments with their supervisor on a regular basis (Todd & Storm, 
1997). Since supervisors usually can expect to evaluate their supervisees, there is an inherent 
hierarchy in the relationship. Supervisors are legally liable for the work of their supervisees, 
because in most cases they are considered the qualified providers and supervisees are viewed 
as still in training. These factors create a context in which supervisors closely follow cases, 
tracking the suggestions or directives given by the supervisor. In fact, "focused attention on 
specific cases is the hallmark of supervision" (Pierce & Sprenkle, 1986, p. 289). 
It is important to clarify what type of experience a therapist is seeking prior to starting 
a professional relationship. Training, consultation, and supervision differ in responsibilities, 
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the relationship between participants, the structure of the process, the degree of evaluation 
and follow-up involved, and legal liabiUty (Todd & Storm, 1997). 
Supervision is important to both live-based and in-home family therapy. Most 
supervision models have focused on woridng with the therapist in a clinical setting. In this 
research the aim will be to examine the supervisory needs of in-home family therapists and 
how those needs are met by their supervisors. In addition, the study will ascertain what 
supervisors believe the supervision needs are for in-home family therapists and how they are 
meeting those needs. Both therapists' and supervisors' responses will be examined. 
Theoretical Overview 
Lindblad-Goldberg, Morrison, and Stem (1998) wrote that theory helps therapists 
position themselves in relation to the family. Also it allows them to prioritize and screen data 
by answering two challenging questions when conducting in-home therapy: 
What information should I pay attention to? 
How do I organize the information in assessment and practice? (p. 25). 
Two theories have helped provide a framework for the practice of home visiting: the 
Ecological Theory of Hunum Development proposed by Bronfenbrenner (1979) and Family 
Systems Theory. Bronfenbremer (1979) defines the ecology of human development as: 
The scientific study of the progressive, mutual accommodation between an active, 
growing human being and the changing properties of the immediate settings in which 
the developing person lives, as this process is affected by relations between those 
settings, and by the larger contexts in which the settings are embedded (p. 21). 
12 
This theory is better illustrated from the standpoint of the social support that those in 
the environment can provide to individual family members or to the family as a whole. 
When social support is lacking or inadequate, there is a higher likelihood of emotional 
distress, depression, and physical illness (Wasik, Bryant, & Lyons, 1990). 
An ecological perspective emphasizes that the family system is still part of a larger 
context. Thus, home-based treatment goes beyond the family and addresses the family's 
interaction with the conununity (Lindblad-Goldberg et al., 1998). Use of the term 
"ecosystemic" reflects a view of the family as an open social system-a multibodied organism 
that exists in a state of perpetual exchange with the enviroiunent surrounding it. The 
behavior of individuals and families represents adaptations to ecological demands. A 
nonadaptive fit between a family and its environment will impair the family functioning. The 
ecosystems surrounding the family influence the family and, in a reciprocal fashion, families 
influence the ecosystems that encompass them. Thus, a family's life is influenced by such 
ecosystems as ethnicity, social class, the particular culture of their community (urban, rural, 
suburban), the involved helper agencies, governmental social policies, and the pervading 
values of the time period (Lindblad-Goldberg et al., 1998). 
The second theory that influences home-based treatment is Systems Theory. This 
theory identified the family as a very important system for understanding and changing 
individual behaviors (Wasik et al., 1990). 
Systems theory views the family system as a set of people related by blood or 
intention (Pinsof, 1992). Family Ufe, under this theory, is viewed as the mutual interaction of 
hierarchically organized human systems (PinsoC 1992). Nevertheless, this organization does 
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not mean linear causality where a higher system dominates a lower system. Instead, this type 
of organization is characterized by mutual or circular causality. 
According to Patricia Minuchin (1992) there are two specific aspects of systems 
theory useful for home-based therapists. The first is that "any system is an organized whole, 
and elements within the system are necessarily interdependent" (p. 289). Family systems 
theorists have identified the family as extremely important for understanding and changing 
individual behavior. 
The second principle Minuchin (1992) identified is, "patterns in a system are circular 
rather than linear" (p. 290). A recognition of circularity not only makes it possible to 
consider the child's influence on the parent, but it also emphasizes the need to consider the 
interrelationships of all family members. 
Family therapy operates from the assumption that individual experience and behavior 
always take place in a social context or system. The family is the most significant and 
enduring of these social systems. The family is more than a collection of individuals; it is 
individuals plus their interactions. Members of the family, from infants to the oldest 
members, are part of this interacting system. Since the individual is part of an interdependent 
family system, his or her behavior cannot be considered independently from the family 
context. 
The literature supports the concept of circular causality as the most influential concept 
of the systems theory for in-home family therapy (Lindblad-Goldberg et al., 1998). 
Observing the family as an interactive system reveals the many circular feedback loops of 
communications and behaviors among members. From this perspective, it is difficuh to 
assign responsibility, blame, or causality to any one individual in the family. 
14 
History of Marriage and Family Tiierapy Supervision 
In the first generation of marriage and family therapists, clinicians were largely self-
taught and eventually became supervisors based on seniority and experience (Liddle, 1991). 
As they engaged in this new endeavor of supervision, a theoretical perspective involving 
"show and tell" guided their supervisory work. It is this model-marriage and family 
therapists sharing their work with one another, inviting comment from each other, and 
recognizing themselves as an integral part of every interaction—that was critical in creating 
the supervision context used today (Todd & Storm, 1997). 
Early supervisors frequently demonstrated marriage and family therapy to their 
supervisees, woriced with them as co-therapists, and formed teams with supervisees as they 
assisted them in becoming marriage and family therapists. They expected their supervisees 
to "do as they did," and assumed supervisees would endorse this model of "show and tell." 
As they worked together, early supervisors and supervisees invited each other to comment on 
their respective work while demonstrating a value of opermess about one's work. Together, 
supendsors and supervisees discussed the direction of therapy, decided the supervisees' next 
moves, and created interventions to try in therapy. Frequently, it was difficult to separate 
supervisors' and supervisees' ideas from one another because they built synergistically on 
one another's conunents (Todd & Storm, 1997). 
The American Association for Marriage and Family Therapy's (AAMFT) definition 
of individual supervision, which is widely used as a guide for state certification and licensure 
laws, is two supervisees supervised simultaneously by one supervisor, which creates a 
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context in which supervisees view and comment on each other's work regularly (AAMFT, 
1991a). 
The Creation of the Approved Supervisor Category 
In 1961, the Executive Director of the American Association for Marriage 
Counseling (AAMC, which later changed its name to AAMFT), David Mace, was the first 
person to present the idea of the supervisor designation. He proposed that a chosen group of 
members be named as supervisors to supervise clinicians who were unable to take advantage 
of the three marriage counseling internship sites in the country. Mace believed that this 
would improve the quality of marriage counseling and increase membership in AAMC. This 
concept was heavily debated within the organization before it was approved as a certified 
practice (Todd & Stoim, 1997). 
During the late 1960s, a consensus was reached regarding the need for a better 
definition of supervision and the qualifications for supervisors. By 1971, the Approved 
Supervisor designation was established, a definition of supervision was adopted, a 
grandfathering period created, and the first 67 (20 females and 47 males) Approved 
Supervisors were named. In 1974, the Committee on Supervision (COS) was created to 
review applicants and recommend ^ropriate individuals for the designation of Approved 
Supervisor (Todd & Storm, 1997). 
Todd and Storai (1997) list five important areas of supervision. These include; 
1. Context: Multiple Perspectives: Contextual variables in supervision. These are the ever-
present, unique aspects of supervisors, supervisees, and clients, and the unique aspects of 
the enviromnent in which supervision and therapy occur. Supervisor, supervisee, and 
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client variables include gender, race, religion, culture, class, ethnicity, and so on. 
Environmental aspects include setting, ethical guidelines of the profession, the legal 
context, and others. 
2. Philosophy: Preferred Ideas and Beliefs: How important are supervisors and theories of 
therapy in determining how they will conduct supervision? Mead (1990) believes that it 
is not only possible but desirable to have a general theory of supervision. Others argue 
that supervision is a separate body of knowledge with distinct skills that are separated 
from therapeutic skills. There is a general consensus that it is optimal for supervisees' 
theories of therapy to correspond to those of their supervisors and to have supervisory 
contracts including fiulher learning of that approach. 
3. Relationships: Power, Problems, and Complexity: A positive supervisory relationship is 
assured, but it is hard to reassure supervisees that there is no hierarchy or that blurred 
relationship boundaries are safe, unless they experience safety and security in the 
supervisory relationship. 
4. Pragmatics: Methods: Live supervision was viewed as the "best" method for supervision, 
but more recent writers have proposed that other methods, such as case consultation, are 
viable alternatives that offer supervisors and supervisees learning opportunities not 
offered by live supervision. Others have found that methods interface with supervisors' 
preferred ideas, styles, and values. A supervisor, for instance, who prefers structural 
ideas will use live supervision very differently than a supervisor who leans toward a 
psychoanalytic philosophy of supervision. Similarly, experiential supervisors are more 
likely to volunteer to be co-therapists with their supervisees, while postmodern 
supervisors are more likely to prefer having their supervisees work in teams. It is also 
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believed that methods interface with the learning goals of supervisors and supervisees 
within the context in which they are used. For example, supervisors in agency settings 
may discover that group supervision is the only method their agency can afford because 
of limited resources. 
5. Training Supervisors: Teaching and Supervising: Early supervisors were generally self-
taught, but now the AAMFT requires completion of a supervisory training program to get 
a formal supervisory designation (Todd & Storm, 1997). 
The Approved Supervision program of the American Association for Marriage and 
Family Therapy (AAMFT) is unique. Individuals who meet educational, clinical, and 
supervisory requirements are certified by the organization to provide training that becomes an 
essential part of the preparation of new clinicians entering the marital and family therapy 
field and joining the AAMFT. The status of Approved Supervisor has been highly valued 
and pursued by marital and family therapists (MFTs). Approved Supervisors represent an 
important link in the membership accession process of the AAMFT and also offer significant 
clues to the general status of supervision in the family therapy field (Nichols, Nichols, & 
Hardy, 1990). 
The first study of Approved Supervisors was conducted by Everett (1976). His 
primary purpose was "to explore the role of socializing agents in professional education" (p. 
136). He sent questionnaires to the entire population of Approved Supervisors. Backed by 
the support of the organization, 79.3% (n = 184 of the 232 supervisors who could be located) 
returned the questionnaire. From this study, the author draws several findings and 
conclusions. First, the study shows that Approved Supervisors generally had been clinicians 
nearly twice as long as they had been supervisors and AAMFT members. Second, 50% of 
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the supervisors maintained their professional identities within their traditional academic 
disciplines, rather than identifying themselves primarily as marital and family therapists. 
Third, the fact that 40% of the supervisors function in a private practice setting raises obvious 
questions for the student in terms of a selective clientele, designated fee, structure, etc. This 
author concluded that "education and personal therapy, more so than professional identity, 
experience, and work setting, stand out as the most significant of the formative components 
of a supervisor's present orientation and fimctioning" (p. 143). 
In 1990, Nichols et al. replicated Everett's study and compared supervisors and 
supervision today with his early study. The sample consisted of 1,286 AAMFT Approved 
Supervisors; 1,205 Track I and 81 Track II. (The Track II supervisors represent the highly 
experienced supervisors who secured the Approved Supervision designation on the basis of 
their acknowledged credentials and expertise, rather than going through the experience of 
having their supervision supervised by an Approved Supervisor as in Track I). The 
questionnaires were sent to a random sample of300 Track I and to all 81 Track n 
supervisors. The questionnaire was the same as Everett's (1976) with minor modifications. 
Standard techniques for survey research were utilized. Responses were received from 276 
(72.4%) participants. The final sample consisted of224 Track I (74.2%) and 52 Track II 
(64.2%). 
Results of this study indicate that there has been an increase in female supervisors and 
younger supervisors (under the age of 45). There also has been an increase in the number of 
supervisors holding doctorate degrees and having 10 or more years of MET experience. As 
with the Everett study, the Nichols et al., (1990) study found that male supervisors tended to 
be members of the AAMFT longer than female supervisors. Results also indicated a 
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decrease in supervisors woridng in private practice settings. They found that 15% of the 
sample worked in accredited programs. On the whole, the sample examined by Nichols et al. 
(1990) was very similar to Everett's sample except that the proportion of females, 
divorced/remarried people, and males with doctorates was higher, the spread in terms of city 
size was more even, and the supervisors had been AAMFT members slightly longer in the 
present study. Also, the clinical orientation of the supervisors shifted from being 
predominantly Gestalt therapy, psychodynamically oriented, and eclectic to more of a 
systems orientation, such as Structural/Strategic, Bowenian, and Experiential (Nichols et al., 
1990). 
In the same study, the authors found that supervisors in the study were more likely to 
be supervising in formal settings such as private training institutes and less likely to be 
dealing with supervisees in private practice offices. This is different from the experience of 
supervisors in the Everett study. They also were less likely to be supervising doctoral and 
postdoctoral students, more likely to be supervising more than five students during a year, 
and more likely to be spending three or more hours per week in individual supervision and 
three or more hours in group supervision (Nichols et al., 1990). 
The same study by Nichols et al. (1990) found that attitudes toward supervision had 
changed since supervisors were putting in more time supervising and working with more 
subdoctoral supervisees than the supervisors in Everett's study. Nevertheless, they were less 
committed to continuing to supervisee as other alternatives became available. 
Finally, results indicated that most of the supervisors in the 1990 study identify 
marital and family therapy as their primary field, regardless of the discipline in which they 
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received their professional degree. The majority of their students (three out of five) seek 
membership in the AAMFT (Nichols et al., 1990). 
Nichols et al. (1990) present some observations from their study. Their first 
observation is that Approved Supervision continues to attract developing clinicians, as well 
as seasoned therapists. However, this study permits them only to speculate about what it is 
that people like about being an Approved Supervisor. For example, altruism, the money and 
the widened employment possibilities it brings, the teaching and learning opportunities it 
affords, the obvious power it gives as a gatekeeper for organizational membership, or a 
combination of all of the above, might be motivating factors. In any case. Approved 
Supervision attracts clinicians, despite a continued heightening of standards and elaboration 
of requirements for securing the status. 
The supervisory role and category today is also characterized by larger numbers and 
proportions of females. Findings indicate that income levels for female supervisors are lower 
than for males, and probably are more reflective of the difference between master's degree 
and doctoral-level supervisors than gender or other factors, although the detailed analyses of 
interrelated factors that would permit definitive conclusions were not conducted (Nichols et 
al., 1990). 
A second area of interest is that the development among Approved Supervisors 
reflects a continuing formalization of supervision. The marital and family therapy 
supervisors in this study, according to their reports, tend to use theoretical orientations that 
developed specifically in connection with family therapy. They also tend to avoid boirowing 
and adapting individually-based orientations or extrapolating from such approaches (Nichols 
etal., 1990). 
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A third sign of increasing formalization is the rise in the proportion of supervisors 
working in private training institutes, as compared to simply working in private practice 
settings. This may be in part a response to economic trends and developments in health care 
delivery systems during the intervening decade, in which service delivery has moved into 
more institutionalized and formalized patterns (Nichols, et al., 1990). 
Ethical Issues 
Storm and Haug (1997) wrote that the supervisor has ethical responsibilities toward 
the clients, the supervisees, the profession, and the public at large. A summary of the Code 
of Ethics for Marriage and Family Therapists (AAMFT, 1991b) states that supervisors are 
responsible for protecting clients* welfare, rights, and best interests. They are accountable 
for ensuring that clients receive informed, reasonable care. Supervisors ensure that their 
supervisees accurately inform clients about their credentials and participation in supervision, 
including names and qualifications of their supervisors (Stonm & Haug, 1997, p. 27). 
In addition, supervisors' responsibilities to their supervisees include being available 
and providing timely and adequate supervision to their supervisees, including access to their 
supervisors in emergency situations. They need to assess therapists' readiness for 
supervision and help their supervisees present their abilities (i.e., credentials, training, 
experience, and skill) honestly and accurately to clients, other professionals, and the 
community at large. Finally, they must provide timely feedback and evaluations (Stoim & 
Haug. 1997, p. 27). 
The AAMFT Code of Ethics (1991b) states that supervisors should not discriminate 
by refusing to provide supervision to therapists on the basis of biases or prejudices. In 
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addition, it prohibits supervisors from becoming sexually involved with supervisees and 
prohibits supervisors fix)m conducting therapy with supervisees. Finally, the code prohibits 
supervising a family member. 
It is apparent that supervision is an important part of family therapy and family 
therapy training. However, most of what previously has been described occurs in a live 
supervision setting where the supervisor can monitor therapist performance. Supervision as 
outlined by AAMFT has not been extended to in-home settings. 
Family Therapy Supervision 
Supervision is characterized by a direct relationship between supervisor and 
supervisee, who work closely on therapy cases together using various theoretical approaches 
(Wright, 1986). In family therapy, live supervision is one method of supervision that allows 
for immediate feedback (Todd, 1997). Waric (199S) conducted qualitative interviews with 
family therapy supervisors (three male supervisors and two females supervisors) and their 
supervisees to understand how they perceived their experiences in live supervision. The study 
was conducted in a training center of an AAMFT-accredited doctoral program. The first 
research question was, "What is it that aids supervisees to develop skills?" A secondary 
research question was, "Are supervision experiences similar or different across the 
progression of a ther^y case?" Supervisees had less than five years of therapy experience. 
Live supervision was used, where the supervisors observed supervisees from behmd a one­
way mirror and used the telephone to communicate with them during sessions. Data analysis 
showed three primary categories thought to be helpful to supervisee development during 
supervision experiences. These are: teaching/directing, supporting, and collaboration. 
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Findings indicate that these categories of experiences held a different level of importance for 
supervisors than they did for supervisees (Wark, 199S). 
Categories: Supervisors' perspectives of helpful aspects of supervision: 
1. Teaching/Directing: structuring the course of the session before, during, and after it. 
Promoting skill development by challenging the supervisee's thinking. 
2. Supporting: putting supervisees at ease or helping supervisees to feel comfortable by 
giving them compliments about their clinical work or supporting their perspectives. 
3. Collaboration: working collegially with the supervisee, hypothesizing together, following 
through on something for which the supervisee had asked or that the supervisor believed 
the supervisee wanted; adding to what the supervisee is doing rather than changing 
directions. 
Categories: Supervisees' perceptions of helpful aspects of therapy 
1. Supporting: validation by the supervisor and supporting of supervisee's own agenda. 
2. Collaboration; supervisor being flexible, personalizing supervision, proceeding at the 
pace of the supervisee, or not leading the supervisee in a direction that was not a good fit 
for him or her. 
3. Collegia! attitudes of their supervisors: working together instead of just following 
directions or instructions. Supervisees received help fix)m their supervisors to accomplish 
something in the session that they wanted. Supervisors are not overly involved from 
behind the mirror. Woricing together instead of feeling alone while doing therapy or 
feeling that they were only evaluated and taught by the supervisor. 
Schwartz, Liddle, and Breunlin (1988) asserted that for supervisees to develop 
autonomy as therapists, supervisors must use conscious restraint during live supervision so 
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that trainees will leam to monitor, trust, and use their own abilities. This may pose a 
challenge to common ethical practices in training. 
Montalvo (1973) listed several assumptions behind live supervision. These are: (1) 
By having a more experienced person observing and orienting the process while it is 
happening, major pitfalls can be avoided, and those that cannot be avoided can be corrected 
more easily. (2) Live supervision assumes that there is always a significant gap between a 
therapist's self-report about a case and what is actually observed to happen. (3) The most 
basic assumption of all is that any family can absorb and orient the therapist and direct 
him/her away from his/her function as a change agent; that any therapist can be caught 
behaving with the family in ways that will reinforce the very pattems that brought them to 
therapy. The job of the supervisor is to enable the therapist to recover control and direction. 
(4) The supervisor provides an outside base from which he/she can help the therapist 
disentangle himself/herself from the family's attempt to render him/her non-helpfiil. 
Live supervision meets interesting challenges when it calls for radical reformulation 
in a therapist's way of seeing the problem. The task of live supervision often becomes the 
imparting of skills from a more experienced person. Live supervision is, after all, only one 
more arrangement for guiding the therapeutic process. Its main asset, its capacity for getting 
closer to empirical happenings rather than self-reports about them, does not make it any more 
foolproof than any other arrangement involving humans (Montalvo, 1973). 
Recently, family therapy has been impacted by the emergence of three major 
movements that brought changes in the areas of theory and practice. These are the feminist 
movement, radical constructivism/social constructionism, and the cultural relativism 
movement. In essence, these three movements challenge live supervision by provoking the 
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reconsideration of the concepts power and hierarchy and by emphasizing the relativity of 
reality and the importance of "context" in shaping constructions of reality (Hardy, 1993). 
Many traditional assumptions regarding what constitutes an effective supervisory 
relationship have been governed by principles of structuralism and hierarchy. The successful 
establishment of a vertical supervisory relationship, with the supervisor at the top, has been 
considered an integral step to developing an effective relationship. However, with the 
growing emphasis on egalitarianism, many of the assumptions that have shaped traditional 
views about the supervisory relationship and process have become the subject of increasing 
scrutiny and debate (Hardy, 1993). 
The notion of a universal, observable reality has been a widely held implicit 
assumption of live supervision. In recent years, live supervision has been faced with 
increased pressure to address the ways in which perceptions of reality are dependent upon the 
lens through which the observer is perceiving her/his environment (Hardy, 1993). The same 
author concluded that as the field continues to wrestle with cultural relativity and the 
influence that socio<ultural context has in shaping constructions of reality, live supervision 
will continue to be challenged in diverse ways (Hardy, 1993). 
In a study conducted by Boyd and Franklin (1990), therapists and supervisors looked 
into their biases and beliefs to understand how their view of the world influences their 
clinical work. Context is an essential element in constructing and interpreting reality. 
Therefore, when interpreting a situation, the rules, norms, and values relevant to the context 
being interpreted need to be understood by the interpreter, otherwise wrong conclusions 
about a situation can lead to misunderstandings. Finally, Berger and Dammann (1982) 
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recommended that if supervisor and supervisee have different views during live supervision, 
the supervisee's view should be the one to bring direction to the session. 
In-Home venus Clinic-Based Therapy Services 
Thomas, McCollum, and Snyder (1999) described several advantages of in-home 
therapy-based programs over a clinic-based therapy program. These are: 
1. FamiUarity with their home-based clients; therapists have much more information about 
these clients than they typically have about clients in the clinic. 
2. Interaction often has a social quality that feels more familiar than professional in the 
intem's existing frame of reference. 
3. The Department of Human Services (DHS) information about these families is more 
abundant when a family is referred to a clinic setting. Less information about a family is 
known when that client seeks therapy independently or is referred by other sources. 
4. Driving from home to home gives time to prepare and process the work with the family. 
5. Physical surroundings and sounds of the clients' daily lives are a sources of information 
relevant about clients' life experiences. 
6. Woridng in-home creates more intimacy with the clients. 
Thomas et al. (1999) found that the lessons learned in clients' homes, where the 
clients are more relaxed and comfortable in a more natural-feeling environment, followed the 
interns back to their woric in the clinic setting. Getting to know the clients offers a better 
sense of what might be important to them. Also, in-home experience helps interns think of 
their clients in more personal teims for much longer periods of time after therapy termination 
than did their previous clinic-based experiences. 
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In their 1988 study, Gordon, Aibuthnot, Gustafon, and McGreen found that in-home 
therapy has several major advantages over clinical-based treatment, when working in the 
treatment of children and adolescent behavioral problems. These are: (a) Treatment 
continuity is assured through the elimination of no-shows; (b) Families are more comfortable 
and feel less stigmatized in their own homes, fostering the development of therapeutic 
alliance; (c) Assessment is more valid in a natural environment; and (d) Generalizations of 
skills and perceptions leamed during treatment are enhanced when the treatment and natural 
settings do not differ. 
Christensen's (1995) qualitative study concerning the needs for supervision of in-
home therapists indicates that six therapists tailored their therapeutic style to the physical 
location of therapy. The biggest difference between office and home-based therapy was 
noticed in the degree of confrontation. Home-based therapists use less confrontation than 
clinical therapists. In-home therapists reported that they feel like "guests in their client's 
home." Therefore, it is difficult for them to ask for environmental changes such as turning 
off the television, refraining from smoking, or confronting sensitive issues. 
Woods (1988) found that in-home therapy offers the opportunity to access every 
member of the family. Usually, in the clinical setting, the parents bring to therapy only the 
identified patient. But, as emphasized in family system theory, every person who lives in the 
home contributes to the family fimctioning. When the therapist visits the home, this opens 
opportunitie to get every member involved in the therapy session and includes members who 
cannot make it to the office. In addition, by the therapist visiting the clients' homes, children 
of every age can be involved in the process of therapy. 
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When therapists woric in the family's home, they send the message to the family that 
they are willing to enter into the family's world. On the other hand, the family also is 
evaluating the therapist and making judgments based on how she or he reacts to the family's 
reality. Woods (1988) concluded that although the use of the client's home does not 
guarantee a successful therapy, it certainly increases the possibility of success. 
Home-Based Family Therapy 
In 1980 the Adoption Assistance and Child Welfare Act (PL 96-272) was signed into 
law. This act states that services provided by the community agencies should strengthen and 
maintain the family unit and avoid children's out-of-home placement. In-home therapy and 
other family-centered programs must comply with, and facilitate, this federal mandate. Their 
primary objectives include the following: prevent dissolution of the family unit, prevent out-
of-home placement of children, strengthen the family unit, and promote family self-
sufBciency (Lloyd & Bryce, 1984). 
Nevertheless, treatment of families in home settings is not a novel idea: the practice 
dates back to the roots of social woric in the early twentieth century. In the beginning, the 
technique of reaching out with "friendly visitors" was the method used by social workers 
(Woods, 1988). In the areas of social work that traditionally have used the least-trained 
personnel, home visits continued to be relied on, but in other areas of social work, especially 
psychiatric social work, home visiting began to be seen as unprofessional and even as an 
invasion of the client's privacy (Woods, 1988). 
Family therapy focuses on individuals as part of a larger set of family and social 
interactions rather than in isolation. Home-based, family-centered treatment programs 
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provide mental health and case management services to families in their own social context. 
Some home-based programs service families with children who are at risk of placement in 
residential treatment centers, foster homes, or juvenile centers. Other programs provide 
services for families with emotionally disturbed children or with a conflictual parent-child 
relationship (Zarski & Zygmond, 1989). 
In-home family therapy, either alone or as part of a broader spectrum of services, has 
been found useiul across a variety of situations, including work with families of different 
cultures, families whose problems did not improve with traditional outpatient treatment, 
drug-abusing adolescents and their families, juvenile delinquents in danger of out-of-home 
placement, and teenage mothers (Thomas, McCollum, & Snyder, 1999). For example, the 
Giemiss and Herzog (1996) study evaluated home-based family therapy. The sample 
included 116 high-risk, urban, disadvantaged teenage mothers and their children. They 
received case management and supportive counseling, or those services plus family therapy. 
At the 12-month follow-up, the family therapy clients were less dependent on welfare and 
had improved more on all three parenting dimensions, although at 24 months there were no 
significant differences between the groups. 
In another example, Gordon, Arbuthnot, Gustafon, and McGreen (1988) studied 27 
male and female delinquents who either recently had been placed out of the home or for 
whom placement was imminent. The courts had referred in-home, time unlimited family 
therapy. A comparison group of 27 lower-risk delinquents received only standard 
probationary treatment. Outcomes were measured by the number and severity of the offenses 
during a 214 year period following group assignment. Results indicated that delinquents 
receiving the family therapy had a relapse rate of 11% versus 67% for the comparison group. 
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The Thomas, McCollum, and Snyder (1999) study demonstrated how marriage and 
family therapy and Head Start can work together to provide services to low-income families 
by providing family therapy in clients' homes. Six interns from masters and doctorate 
marriage and family therapy programs, with or without experience in in-home therapy, 
woriced with a sample of 27 Head Start families in their home. The interns who participated 
reported that visits to the person's home create more intimacy and familiarity. Clients want 
to treat them as a close family friend and there is an air of informality not obtained in the 
clinic-based visit. Multi-problem families who otherwise would not have been provided with 
family therapy services received treatment. Reaching out to clients instead of waiting for 
them to reach out to a community agency is the focus (Thomas et al., 1999). 
Thomas et al. (1999) found that during in-home therapy, therapeutic boundaries and 
hierarchy, confidentiality, and the timing and pacing of therapy were challenged. By being in 
the family's physical territory, interns felt less in charge of certain aspects of the sessioiis 
(such as answering the telephone or the knock on the door) to facilitate intervention. The 
interns described feeling distracted by these interruptions yet not free to limit them. They 
found it difficult to establish the kind of physical separation needed for true privacy and 
boundary demarcation with an individual or family subsystem. For example, when the 
therapist was meeting with the parents to discuss adult issues, children stayed around the 
house within earshot distance. They felt that asking the children to play outside violates 
parents' authority with the children, whereas in the clinic, the intern could ask the children to 
wait in the waiting room (Thomas, et al., 1999). 
The results of this study also indicated that the interns found a challenge to 
confidentiality when sharing more information with other people involved with the family 
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than they do in office-based practice. In addition, the in-home sessions usually need to be 
longer than in a clinic and conducted at a different pace due to interruptions and distractions. 
The interns were confronted with feelings of incompetence, when they worked with multi-
problem famiUes who had extremely few resources and little self-confidence. In an 
isomorphic process, the interns felt discouraged and disempowered by their own frustrations 
at not being able to help these families as much as they wanted to (Thomas et al., 1999). 
In-home therapy can be used to avoid children's out-of-home placement and reduce 
the costs involved. For example, Wood, Barton, and Schroeder (1988) studied the effect on 
in-home services with children of abusive families. A sample of 59 children in 26 families 
referred by county child protective services received in-home therapy services for a period of 
4 to 6 weeks instead of out-of home-placement. These families were compared with a group 
of 24 children who received protective child care but not in-home services. 
Results from this study demonstrated that the children of abusive and neglectful 
families who received intensive in-home therapy were less likely to be placed out of home, in 
comparison with those children who had not received in-home services. In addition, the costs 
of out-of-home placement decreased significantly for those who received in-home services 
(Wood et al., 1988). 
Homebuilders is an intensive family crisis program that provides an alternative to 
psychiatric care or hospitalization for families experiencing severe crisis. During a three-year 
period, they saw a total of 207 families potentially having a child who might be placed out of 
home. The result was that 96% of these families stayed together until their crisis was 
stabilized and 86% were still together after having received a year of Homebuilders 
therapeutic services (Haapala & Kinney, 1979). 
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Woods (1988) found that when working in the natural environment of the family, the 
therapist could identify a family's interactions and had a better insight for treatment 
development and implementation. The way the house is arranged, cleaned, or furnished can 
provide useful information to the therapist. 
Most home-based family therapists are masters-level clinicians who have had little 
foraial training in systems theory or family therapy. Their experience has been in crisis 
intervention, protective services, and individual counseling. Before these therapists are 
assigned a family, they are taught the fundamentals of systems theory or structural family 
therapy. This framework allows home-based family therapists to examine the complex 
relationship patterns between the family unit and other social systems (e.g., the schools, work 
place, social services agencies, neighborhood, etc.) (Zarski & Zygmond, 1989). In the Zarski 
and Zygmond article training of in-home therapists consists of five 2-day workshops that 
cover the following areas: (a) Family-as-a-System; (b) Structural Family Therapy; (c) Family 
Crisis Intervention; (d) Family Assessment; and (e) Family Simulation. 
These authors found this training insufficient; therefore, a supervision model was 
developed, which taught novice-level family therapists to think systematically and to do 
family therapy while working with multiproblem families at risk of having a child placed in a 
residential facility or psychiatric hospital. The model was based on three years of clinical 
experience with home-based family treatment programs (Zlarski & Zygmond, 1989). 
Despite its historical roots and its resurgence, in-home therapy has not received the 
amount of direct application and close scrutiny it deserves (Woods, 1988). According to 
Woods (1988), family therapists have abandoned the population of lower-income multi-
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problem families due to the lack of resources allocated to these families and despite these 
families' natural desire to better their own living situations. Simon (1986) wrote that: 
Few family leaders in the field of family therapy work regularly with lew income 
families; and journal and conference programs are hardly overflowing with reports of 
innovative projects with the poor. Faced with economic necessities in their own lives, 
most family therapists today treat a middle-class clientele (p. 26). 
Christensen (1995) also reports that family thenqjy theorists and training programs 
have ignored the special issues raised by working in the home in favor of training in clinic-
based woric. In particular, the training and supervision specifically for the in-home family 
therapist is minimal. 
In-Home Therapy and Supervision 
Much has been written concerning home-based, family-centered programs. Similarly, 
there is an extensive literature on the supervision of marital and fimily therapists. Liddle, 
Breunlin, and Schwartz (1988) indicated that over 200 pi^iers and chapters in books on 
family therapy training and supervision are in print. The approaches to supervision range 
from oral presentations based on notes and analyses of videotaped sessions, to inviting the 
family to the office for "live" supervision. While some models have been suggested for 
supervising in-home therapists, they have not been subjected to testing and analysis. 
Zarski and Zygmond (1989) designed a supervisory model to utilize the positive 
aspects inherent in a family-focused approach and to facilitate therapist growth through a 
variety of supervisory interventions. The primary objective is the development of specific 
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therapeutic skills (Liddle & Schwartz, 1983). The major theme throughout the supervisory 
process is negotiating transitions. 
A supervisory model was developed utilizing teaching/learning principles adapted 
from theories for training family therapists and supervising psychotherapists. The principle 
of the isomorphic nature of training and therapy; Stoltenberg's (1981), works on therapist 
development provide a framework for the model. A major advantage of applying 
Stoltenberg's work is that it allows the supervisor to match elements of the supervisory 
environment with the supervisee's learning characteristics. 
Liddle and Saba's (1982) principle of the isomorphic nature of training and therapy 
specifies that pattern, content, affect, and the basis of change tend to be replicated at different 
levels of the training system. When applying the isomorphic principle to the issue of 
boundaries, several guidelines are followed. In their model, the supervisor is in charge of the 
quality of supervision, the supervisee is responsible for the quality of therapy, and the family 
is responsible for decisions and actions related to change (Carter, 1982). Because these 
families are in a crisis, there may be a tendency for the supervisor to take over treatment 
responsibility. This supervisory behavior may result in the supervisee assuming a parental 
role in the family. In addition, these families are usually involved with numerous social 
service agencies. Therefore, the potential exists for triangulating the family, the supervisee, 
and the external agency. By respecting various subsystem boundaries, the supervisor avoids 
confusing the supervisee and blocks the transmission of double messages to the family. 
Stoltenberg and Deiworth (1987) use the conceptual level (CL) as a measure of 
therapists' learning characteristics. CL is defined as "a personality characteristic that 
describes persons on a developmental hierarchy of increasing conceptual complexity, self-
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responsibility and independence" (Stoltenberg & Delworth, 1987, p. 78). The acquisition of 
skills can be maximized by assessing the supervisee's CL and matching the supervisory 
environment to the supervisee's cognitive structure. For example, the beginning level home-
based family therapist typically is dependent on the supervisor, lacking in self-awareness, 
possessing minimal knowledge of family theories and techniques, and having little 
experience. The supervisor, by teaching key systemic concepts such as boundaries, power, 
and alignment, and modeling key structural techniques, such as joining, enactment, 
restructuring, and reframing, can enable the supervisee to move from an intrapsychic 
epistemology of human behavior to the systemic model. Thus, the supervisee will leam to 
challenge different behavioral patterns as, for example, parental over-involvement allowing 
the young person to be dependent and independent at the same time. 
Once an effective learning environment has been established in supervision and the 
supervisee has established an effective learning environment within the therapeutic system, 
the therapy system, and not the family, becomes the focus of observation and supervisory 
intervention. The model is congruent with a family systems framework in that a hierarchy of 
influence is established that allows and encourages supervisor, therapist, and family 
member(s) to change (Zarski & Zygmond, 1989). 
The focus of the model is on developing conceptual skills during the pre-session 
conference and developing therapeutic skills during the family therapy session. Post-session 
discussions typically center on debriefing and processing significant aspects of the session 
(Zarski & Zygmond, 1989). 
In summary, supervision of home-based family therapists is a difficult, multifaceted, 
and demanding task. Central to a successful outcome is the relationship between supervisor 
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and supervisee and the relationship between the supervisee and family members. Zarski and 
Zygmond (1989) described a teaching/learning, skill-development focus that supervisors can 
use to guide the timing and pacing of their interventions. To facilitate change in both family 
and supervisee, the supervisor focuses on negotiating transitions within an isomorphic 
context. 
Zarski, Greenbank, Sand-Pringle, and Cibik (1991) found that although numerous 
articles describe the family at risk, and assessment strategies and therapeutic interventions, 
the literature on clinical supervision, a major component of home-based intervention, is 
sparse. Zarski et al., (1991) provide an alternative supervisory approach for training novice 
therapists working in the home with families at risk. Their approach integrates elements of 
an individual developmental model within a system framework. Families referred for home-
based intervention are at risk of having a child or adolescent placed in a residential or 
psychiatric ward facility. Treatment is family crisis intervention, which is provided in the 
family's home and usually is limited to a maximum involvement of 12 weeks. Therapists are 
masters-level clinicians with little or moderate training in system theory or family therapy 
techniques. 
The in-home approach for supervision (Zarski et al., 1991) consists of several stages: 
In the first stage, supervision involves a modified team approach in which clinicians meet 
together once a week with a supervisor to discuss cases. In the second stage, that is, live 
supervision, families are invited to the office where the primary therapist conducts a session, 
and the supervisor and other team members observe behind a mirror, and different 
interventions are used. In the third stage, the supervisor and team members accompany the 
primary therapist to the home for home-based supervision of home-based therapy. 
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These authors based their model on Stoltenberg and Delworth's (1987) work on 
therapist development. Stoltenberg and Delworth's model suggests that therapist trainees 
move through four stages of development: In stage one the beginning therapist is lacking 
self-awareness, dependent on the supervisor for direction, and has fear of failure. In stage 
two he/she is beginning to think more systematically, improving self-awareness and 
beginning to display more risk-taking behaviors. Level three trainees present a more 
differentiated interpersonal orientation, and stage four trainees understand the strengths and 
limitations of family therapy. They are insightful relative to personal strengths and 
limitations, have integrated the standards of the AAMFT with their self-identity, and can alter 
their mental structures to fit new experiences or environments (Zarski et al., 1991). 
In addition, Stoltenberg and Delworth (1987) identify optimum supervisory 
environments that facilitate the trainee's progression through the four developmental stages. 
In the first stage, the supervisor uses structure, support, and exemplification. Stage two 
focuses on therapy tasks, flexibility, and enactment. On stage three supervision involves less 
structure and more autonomy, and stage four centers on peer and collegial relationships. 
By combining this model with in-home supervision, Zarski et al. (1991) 
accompUshed three objectives: 
1. To facilitate therapists' growth by emphasizing the self-in-context. Stoltenberg and 
Delworth's (1987) model provides guidelines for understanding the personal and 
historical aspects of individual ther^y; and in-home supervision allows the supervisor to 
view the therapist in the context of the family and their home environment. 
2. To teach novice-level therapists who work in the home to think systematically. 
3. To address difficuh therapeutic concerns through a variety of supervisory interventions. 
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Liddle (1988) stated that the trainee's woric setting has a major influence on the 
trainee's learning capacities in supervision. In-home supervision allows for the creation of an 
optimal learning situation in which a supervisor can encourage a therapist's autonomy in the 
context of a structured learning environment. The in-home supervisor can take advantage of 
the home environment to observe the interaction between the therapist and the family and 
intervene to change the interaction through the therapist. 
Therapists who work in the home usually have minimal involvement with other 
agency therapists. Moreover, given the intensity of treatment, there is little opportunity for 
feedback from family members. During the initial stages of supervision, the in-home 
supervisor can emphasize the idea of competence and build upon the strengths and 
competencies of the trainee, while encouraging the development of theoretical and 
therapeutic resources. By woridng with the trainee to develop an appropriate ritual at the 
conclusion of treatment, the supervisor can create a context for the development of the 
therapist's self-esteem and a family's resourcefiihiess (Zarski et al., 1991). 
The Zarski et al. (1991) model of in-home supervision identifies four transition points 
critical to the effectiveness of in-home supervision. These are: (a) the session preceding the 
in-home supervision; (b) the entry of supervisor and team into the home; (c) the exit of the 
supervisor and team following the session; and (d) the home-based session following the in-
home supervision. 
In the pre-session the goal of the supervisor will be to foster competence in the team 
members and offer an experience that expands their maneuverability as faciUtators of change 
within the family system. During the session, the definition of boundaries within the family 
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system needs to be established. The balance seems to be in joining with the family by using 
what the family presents, yet setting limits regarding danger and risks (Zarski et al., 1991). 
These authors found that in-home supervision appears to have its greatest value if 
used during the middle phase of treatment, usually somewhere between the fourth and eight 
week of treatment, since the majority of home-based programs limit the services to 12 weeks. 
It is during this period that the trainee has joined with the family, specific goals have been 
established, and family patterns contributing to the dysfunction have been recognized and 
confirmed. 
Liddle (1988) wrote that the supervisor's decision to intervene will be based on 
several factors; a) urgency or the importance of the intervention and b) consequence if the 
intervention is not carried out, if the therapist enters into a power struggle with the family 
member, or if the therapist seems to have been inducted into the family system. 
Zarski, Greenbank, Sand-Pringle, and Cibik (1991) concluded that the in-home 
approach to supervision is offered as an alternative supervisory approach for training 
therapists working with high-risk families in their home environment. This approach to 
supervision holds the view that supervising home-based family therapists is more difficult 
and complex than supervising traditional outpatient family therapists. 
In-Home Therapists* Supcrvbion Needs 
The models previously discussed represent approaches to supervision largely 
informed by theory. Christensen's (199S) qualitative research study represents the only study 
examining perceptions and experiences of therapists providing home-based family ther^y. 
Four themes emerged from Christensen's data: (1) therapists' feelings about the home 
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environment; (2) safety concerns; (3) context preference and therapeutic style; and (4) 
perceived efficiency and effectiveness of home-based family therapy. The data were 
collected by conducting one and a half hours of semistructured interviews. The participants 
had the opportunity to discuss in depth and at great detail their experiences involving home-
based family thenqjy. Further questions were developed as the data was collected and 
analyzed. 
The participants of the study consisted of ten family therapists with experience 
providing both home-based and clinic-based family therapy at the time of the interview. A 
snowball sample technique was used to obtain these participants. In addition, each one was 
interviewed independently. A sample of eight females and two males, Caucasian, with ages 
ranging fix>m 25 to 48, was obtained. Six of the participants were employees of various 
community agencies, and four were providing home-based family treatment for the 
Department of Social Services under a private contract. Educational backgrounds consisted 
of one participant holding a Ph.D. in Psychology, two participants completing Ph.D. 
programs in Community and Human Resources, three participants having masters degrees in 
Human Development and the Family with an emphasis in Marriage and Family 
Therapy/Counseling and Guidance, two participants holding masters degrees in Social Work, 
and two participants holding masters degrees in School Psychology/Counseling and 
Guidance. Four participants did not have any formal training in marriage and family therapy, 
three participants had some course work on theories of family therapy, and three participants 
had course work and training in the practice of marriage and family therapy (Christensen, 
1995). 
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The results from this study were classified in terms of the home environment, safety, 
context preference and therapy style, and efficiency and effectiveness. The findings are: 
1. The home environment (facilitative or distractive): One theme that emerged from the 
interviews was that therapists were concerned about distractions in the home. Therapists 
indicated that it is interesting to observe living conditions such as the room temperature, 
cleanliness, and visitors. However, therapists believe that these data were not usually used in 
developing treatment goals or intervention strategies. Therapists described the activities in 
the home as obstacles that had to be overcome or ignored. 
Examples of these "distractions" were visiting neighbors, loud music, and smoking, 
among others. None of the therapists indicated that the "distractions" were integrated into 
treatment plans. These distractions can draw attention from the therapeutic issues, interfering 
with the train of thought. Many of the therapists viewed the distractions as therapeutic 
challenges, occasionally relating to the problem of boundary issues within the family. 
Therapists without family therapy training seem to be unable to use the home context to 
advantage and saw it as a deterrent to therapy, as opposed to the ones with family therapy 
training who are able to use these distractions as an advantage for therapy (Christensen, 
1995). 
2. Safety: "How do you feel about seeing families in the home alone?" This question usually 
elicited information concerning safety. Primarily, therapists discussed their own personal 
safety; however, client safety was also mentioned. For example, one of the participants 
indicated that therapists need to use good judgment when raising vulnerable and dangerous 
issues. She stated that "Families can be explosive, and I am concemed for family members 
who remain in the home after I leave." In addition, watching for boundaries and safety was a 
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concern, such as not making evening appointments with families in housing projects 
(Christensen, 1995). 
3. Context preference and therapeutic style: "If you had the choice between providing home-
based family therapy or clinic-based family therapy, which would you prefer?" Seven 
participants indicated they would prefer providing therapy in the clinic. Three participants 
indicated a preference for providing therapy in the home. Those who prefer the home context 
described the office as being too sterile and indicated that families perceived that therapists 
care more about them if they go to the client's home. Those who prefer the office mentioned 
that burnout was a factor when seeing families at home. They see the ofBce as "a protector 
and a boundary so you don't get sucked in" (Christensen, 199S). 
4. Efficiency and Effectiveness: The therapists reported that home-based therapy is a very 
slow process. However, they also experienced fewer no-shows in the home. Transportation 
difficulties and problems such as the therapist's office being too small to acconmiodate large 
families are avoided, and the needs of small children are better cared for in the home. 
Change is slower and more subtle in home-based therapy. However, while nine therapists 
were able to observe some change in the families with which they were working, one 
therapist believed that clients' problems actually got worse (Christensen, 1995). 
Both home-based and clinic-based ther^ists reported families being unreceptive to 
services, and most families did not recognize a need for services. This attitude may be 
related to the clients being in therapy mandated by Child Protective Services and the 
Department of Social Services; however, this attitude is more pervasive in the home setting 
(Christensen, 1995). 
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Development of a therapeutic relationship and significant change are difficult since 
neither party is heavily motivated in the process. Home-based family therapy was reported 
as being oppressive since, as one of the participants stated, "I don't have enough energy or 
resources to change the enviroimicnt." Another therapist stated that "home-based family 
therapy is time consuming, and I don't see any therapeutic benefit to seeing clients in the 
home" (Christensen, 1995). 
The author drew several recommendations from the results of this study. First, short-
term and long-term outcome evaluations should be conducted to determine if services are 
meeting the principal goals of home-based family therapy. Process evaluations should be 
conducted to determine how the clinicians and clients are experiencing home-based and 
clinic-based family therapy. In other words, be sure that the clients' needs are met and the 
situation is not worsened (Christensen, 1995.) 
In addition, specialized training should be provided to supervisors and therapists to 
address unique issues that arise in the home. The therapists' current education and training 
did not address in-home therapy issues such as dangerous clients, safety precautions, and 
joining. Finally, research should be conducted regarding a variety of safety features to be 
used in the home-based context (Christensen, 1995). 
Summary and Implicationi 
As discussed above, supervision is an important element in the development of 
therapists. The AAMFT has placed special emphasis on supervision. Accordingly, a 
siq)ervisor should be an experienced therapist who helps the less experienced thenq[>ist to 
develop the necessary skills that will ultimately result in better services to the clients. As 
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Mead (1990) wrote, "supervision involves an experienced therapist, safeguarding the welfare 
of the clients." Despite the emphasis on supervision, and in particular the use of live 
supervision in the development of therapists, the supervision of in-home therapists has not 
benefited from these changes. 
In-home family therapy has certain special circumstances that must be considered in 
providing supervision to therapists. The issues of safety for therapists working with high-
risk, multi-problem families living in dangerous neighborhoods and isolated places must be 
addressed. In addition, therapists need to deal with issues of home distractions such as 
television, telephone and neighbors stopping by. For these reasons, in-home family 
therapists' bumout often occurs in speed fashion. 
Given the special context in which in-home therapy occurs, there are implications for 
supervisors, the legal system, the mental health field, and therapists. Supervisors need to be 
prepared to deal with the advantages and disadvantages of in-home family therapy. It is 
suggested that the supervisor have the experience of working as an in-home therapist and 
working with high-risk, multi-problems families. In addition, supervision should focus on 
those issues that the literature has identified as important for in-home therapists. Since it is 
difficult to provide live supervision to the in-home therapist, it is critical that supervision 
methods are outlined that will meet the needs of in-home therapists. 
The implication for the mental health field is that better prepared in-home therapists 
will filter to those families receiving services. In addition, with the advent of HMO's and the 
high cost of out-of-placement services, in-home therapists receiving support from their 
supervisors and work settings will be less likely to leave the job. 
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Marriage and Family Therapists' knowledge of systems theory enables them to work 
with the whole system. Interagency work should be encouraged since most of the families 
referred to in-home therapy have different social agencies involved with them (Department of 
Human Services, juvenile court). 
In the educational arena, state licensure requires a mental health provider to have a 
certain number of hours of client contact prior to licensure. In-home service delivery is an 
avenue to gain those hours. Therefore, it is desirable for knowledge about in-home ther^y 
services and the needs of in-home family therapists to be included in the training of 
supervisors. 
Lindblad-Goldberg, Dore, and Stem (1998) wrote that conducting home-based family 
therapy with multi-problem families is stressful and emotionally demanding. The job 
requires the practitioner to have an extensive knowledge base, well-developed clinical skills, 
maturity, and the ability to assume a significant amount of responsibility (p. 243). They also 
concluded that therapists practicing in-home therapy are a source of hope for families by 
challenging those families' reality and pointing to alternatives not yet tried. However, in-
home therapists also function in a unique context, so must have their needs identified and met 
to remain responsive to the needs of families. 
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CHAPTER n: SUPERVISORY NEEDS OF IN-HOME THERAPISTS AS 
COMPARED WITH THERAPISTS IN 
CLINICAL SETTINGS 
A paper to be submitted to the American Journal of Family Therapy 
Milagros T. Masini 
Abstract 
The major purpose of the study was to identify important supervision needs of in-
home therapists in comparison with the supervision needs of therapists in other settings such 
as hospitals, residential treatment units, university clinics, private practice, and others. 
Furthermore, identifying to what extent important needs are being met in the actual 
supervisory experience was another objective. Finally, personal and background variables 
were explored to investigate their influence on what therapists feel is important in their actual 
supervisory experience. The sample consisted of 119 participants (61 in-home therapists and 
58 clinical therapists) from the Midwest. The author developed and used the Supervision 
Needs Inventory, a 43-item scale that identifies needs therapists consider important during 
supervision and the frequency with which those needs are met during supervision. Results 
revealed that there was not a difference between the in-home and clinical therapists on the 
variables that deal with therapists' skills development, self of supervisor, and therapists' 
personal growth. Overall, both groups were for the most part satisfied with their current 
supervision. 
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Introduction 
In general, in-home family therapy programs are designed to meet high-risk families' 
needs and to advocate for social change. These programs recognize the interrelationship 
between the family and the community, respect the family's culture, heritage and values, and 
empower families to advocate for themselves instead of creating dependence (Kaplan & 
Girard, 1994). In-home family therapists are individuals who provide help to families in 
their own homes (Wasik, Bryant & Lyons, 1990). 
In-home family therapy is gaining more popularity as a way of avoiding out- of-
home placement, reducing costs of treating high-risk multi-problem families, engaging 
involuntary clients and reducing "no shows." For example, Haapala and Kinney (1988) 
conducted a study to assess the effectiveness of a home-based family program designed to 
avoid out-of-home placement for youth at risk. The sample consisted of 64 youths (56 
families). Sixty- four percent were male and 36% were female. The most common problems 
were youths' behavior, school-related problems, parenting issues, and runaways. Results 
indicated that most of the clients who received in-home family services avoided out-of-home 
placement during the 12-month follow-up period after receiving the services. 
In another study Wood, Barton, and Schroeder (1988) compared a group of 24 
children that received county services to a group of 59 children who received in-home 
services as an alternative to out-of-home placement. Therapists that participated in this study 
provided intensive treatment in families' home for a 4-6 week period. Results from this 
study indicated that after a one-year follow-up the goals of reducing out-of-home placement 
and lowering placement costs were met. 
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In their 1988 study, Gordon, Arbuthnot, Gustafson, and McGreen found that in-home 
therapy has several major advantages over clinical-based treatment of children and adolescent 
behavioral problems. Those are: (a) treatment continuity is assured through the elimination 
of no-shows; (b) families are more comfortable and feel less stigmatized in their own homes, 
fostering the development of therapeutic alliance; (c) assessment is more valid in a natural 
environment; and (d) generalizations of skills and perceptions learned during treatment are 
enhanced when the treatment and natural settings do not differ. 
Finally, Moynihan (1974) listed six areas of benefit fiom home visits for family 
treatment. The first is that individual family members are not singled out as the focus of 
treatment. Second, children's fantasies about treatment are exposed and clarified. Another is 
that the strengths of the family are emphasized and visual observation is made of family 
atmosphere, values and investment. Also, home visitation early in the contact with the client 
is an immediate and concrete offer to help, which implies the willingness and interest of the 
therapist to extend himself/herself. The home visitation reinforces the therapist's willingness 
to risk himself/herself on the family's tenns. Finally, home visitation facilitates increased 
cooperation finm all the members of the client family. 
In-home family therapists woric with high-risk, multi-problem families. Many of 
these families face many external day- to- day stresses such as crime, violence, drugs, lack of 
transportation, poor education, lack of support system, and poverty. In addition, they have 
low self-esteem, so it is difficult for them to build trust and fi«quently they feel isolated. 
Usually these problems are multigenerational in nature (Kaplan & Girard, 1994). These 
authors suggested that the in-home therapist should develop a positive, trusting relationship 
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with the family and connect them with community resources before initiating any type of 
treatment. 
Supervision is an important element when working with the in-home therapist. Since 
the interaction between therapist and family can be intensive, the supervision needs of in-
home family therapists are important. When supervising in-home therapists, Lindbald-
Golberg, Dore, and Stem (1998) recommended that the supervisor create a supportive 
environment that allows the therapist to manage the pressures that emerge during the close 
and volatile interactions with families and community. 
Dunlq) (1996) suggested that the supervisor provide the in-home therapist the basic 
knowledge for understanding the components of the program that are unique to home-based 
services. These components include respite care, family support, and emergency services; 
knowledge of basic computer skills for drafting patient correspondence and medical records; 
and knowledge of basic techniques (genogram, ecomap, timelines) which allow them to 
evaluate the current individual and family functioning and historical information. Finally, 
he/she needs to know the community resources that are available. 
There are several supervisory models available for supervisors working in different 
settings. The dominant model of supervision used with in-home family therapists is the 
Ecosystemic Structural Model of Supervision by Lindbald-Golberg, Dore, and Stem (1998). 
This model proposes that both the supervision and the therapy emerge firom an 
interconnected web of relationships involving the client, family, treatment team (supervisor, 
home-based therapist or team), program agency, community helpers, and when possible 
trainers (p. 185). 
S6 
There are two basic assumptions behind the Ecosystemic Structural Model of 
Supervision. The first is that the supervisor has a particular orientation to therapy, which can 
be clearly articulated to the supervisee, who will undergo his or her own process of selecting 
a model of therapy. The second assiunption is that isomorphism or parallel process occurs 
between one's clinical model and supervision model; that is, the supervisory process should 
follow from the same principles that govern the therapeutic process (Lindbald-Golberg et al., 
1998). The supervisor's primary goal is to create a supervisory context that will actualize 
both the supervisor's and supervisee's potentials. 
Finally, this model places the supervisory relationship as one that provides a point of 
reference encouraging the therapist's creativity in constructing an ecosystem that more 
effectively assists families in utilizing their own resources and those of the conununity 
(Lindbald-Golberg et al., 1998). Growth can occur in a nonthreatening, noncompetitive 
environment where the supervisee experiments with new behaviors, develops increased 
autonomy, and exhibits an openness to learning (Friedman & Kaslow, 1986; Schwartz, 
1988). 
While this model has provided a theoretical framework for supervising in-home 
family therapists, it has not been tested to determine if the needs of therapists are being met. 
Several authors agreed that the personal characteristics and styles of both supervisor and 
supervisee will play an important role in the success of the supervisory relationship. 
Therefore, supervisors need to embrace those individual differences and freely demonstrate 
their value in all supervision. For example, Schwartz (1988) wrote that the closer the 
supervisee's age, years of clinical experience, academic degree, or perceived family therapy 
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competence are to his/her supervisor, the more difficult it will be for them to develop a 
complementary relationship. 
Lindbald-Goldberg, Dore and Stem (1998) wrote that supervision can be considered a 
"cross-cultural" endeavor even when both parties are members of the same culture, because 
the supervisor and supervisee will always differ regarding their life histories, experiences, 
values, styles of learning, and methods of communication. 
In addition, supervisors must attend to the distinctive characteristics of supervisee's 
(race/ethnicity, gender, sexual orientation, age, religious background, lifestyles, educational 
and professional experience), and variability of learning styles. 
Montalvo and Gutierrez (1988) wrote about the importance of cultiiral identity issues 
and other important contextual factors (gender, personal qualities) which might influence the 
relationship between the supervisor and supervisee. The authors concluded that these 
differences should develop a connection and bring trust in the supervisory relationship. 
A positive relationship between supervisor and therapist-supervisee as well as 
between the therapist and his/her clients is also a key element in the success of the therapy. 
Various authors (Bordin, 1979; Horvath & Greenberg, 1989; Kokotovic & Tracey, 1990) 
have pointed out the importance for the ther^ist to develop a good working alliance or 
positive collaboration with his/her clients in order to achieve good results in therapy. The 
term "working alliance" was first used by Greenson (1967), who saw the positive 
collaboration between client and therapist as one of the essential components for success in 
therapy. Other authors defined working alliance as the feeling that both participants care for 
each other and that they can and will woric productively toward a shared goal (Kokotovic & 
Tracey, 1990). Bordin's (1979) definition of woridng alliance is a combination of three 
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related components that determine the quality and strengths of all helping alliances. These 
three components are; (1) client and counselor agreement on the goals of treatment; (2) client 
and counselor agreement on the tasks to achieve these goals; and (3) the development of a 
personal bond between client and counselor. 
The context in which supervision takes place is also important. Several authors have 
written about the advantages of in-home family services versus clinic-based services. For 
example, Lindbald-Goldberg et al., (1998) listed some of the differences between office and 
in-home therapy. One of them was that home-based work provides many opportunities for 
spontaneous, meaningful, and genuine recognition of a family's strengths and competencies. 
Another one was that the context of an agency's outpatient ofBce implicitly defines the roles, 
rules, and boundaries of the therapeutic relationship within a structured environment. 
Although in-home family therapists cannot have the same expectations for order, control, and 
structure, they do gain additional flexibility and creativity in the treatment process, as well as 
the opportunity to establish a truly intimate relationship with family members (Lindbald-
Goldberg et al., 1998). 
In another example, Thomas, McCollum, and Snyder (1999) describe several 
advantages of in-home therapy-based programs over clinic-based therapy programs. These 
were: (a) the familiarity with home-based clients; therapists have much more information 
about these clients than they typically have about clients in the clinic; (b) the interaction often 
has a social quality that feels more familiar than professional in the intern's existing frame of 
reference; (c) the Department of Human Services (DHS) information about these families is 
more abundant when a family is referred to a clinic setting; (d) driving from home to home 
gives the therapist extra time to prepare and process the work with the family; (e) the 
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physical suiroundings and sounds of the clients' daily lives are relevant sources of 
information about clients' life experiences; and (f) the in-home work creates more intimacy 
with the clients. 
Thomas et al. (1999) concluded that the lessons learned in clients' homes where the 
clients are more relaxed and comfortable in a more natural-feeling environment followed the 
interns back to their work in the clinic setting. Getting to know the clients offers a better 
sense of what might be important to them. In-home experience helps interns think of their 
clients in more personal terms for much longer periods of time after therapy termination than 
did their previous clinic-based experiences. 
Christensen (1995) in a qualitative study examining the needs for supervision of in-
home therapists, found that six of the therapists tailored their therapeutic style to the physical 
location of therapy. The biggest difference between office and in-home therapy was noticed 
in the degree of confrontation. In-home-based therapists use less confrontation than clinical 
therapists. In-home therapists reported that they feel like "guests in their client's home"; 
therefore it is difiGcult for them to ask for environmental changes such as turning off the 
television, refraining from smoking, or to confinnt sensitive issues. 
Woods (1988) found that in-home therapy offers the opportunity to access every 
member of the family. Usually, in the clinical setting, the parents bring to therapy only the 
identified patient. But every person who lives in the home contributes to the family 
functioning. When the therapist visits the home, this opens opportunities to get every 
member involved in the therapy session and includes those who cannot make it to the office. 
In addition, when the therapist visits the clients' homes, children of every age can be 
involved in the process of therapy. When then^ists woric in the £unily's home, they send the 
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message to the family that they are willing to enter into the family's world. On the other 
hand, the family also is evaluating the therapist and making judgments based on how she or 
he reacts to their reality. Woods concluded that although the use of the client's home does 
not guarantee a successful therapy, it certainly increases the possibility of success. 
Wood, Barton, and Schroeder (1988) found that therapeutic services that are delivered 
in-home offer several advantages, such as reaching families who cannot comply with office 
appointments, obtaining more information about the family by visiting their home, and 
tailoring services to fit a family's unique situation. 
Even though the in-home therapy work has these advantages over clinical-based 
services, it has some drawbacks. The literature has identified issues of safety, rapid burnout, 
boundaries, and traveling time among those drawbacks of in-home family therapy. These 
issues require attention when supervising the in-home family therapist (Christensen, 1995; 
Clark, Zalis & Sacco, 1982; Lindbald-Goldberg, Dore & Stem, 1998; Wasik, Bryant, & 
Lyons, 1990). 
An extensive review of the literature revealed that the only study assessing the needs 
of in-home therapists was completed by Christensen (199S). This author conducted a 
qualitative research study to examine the perceptions and experiences of therapists providing 
in-home family therapy. The participants of the study consisted of 10 family therapists, 8 
females and 2 males. The informants were Caucasian with ages ranging finm 25 to 48 years 
old. They had provided both home-based and clinical-based family therapy. Four major 
themes were identified in the results. They were: (1) therapists' feelings about the home 
environment; (2) therapists' concerns about safety issues; (3) context preferences and 
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therapeutic style; and (4) perceived efficiency and effectiveness of home-based family 
therapy. 
Christensen offered several recommendations. First, short-term and long-term 
evaluations should be conducted to determine if services are meeting the principal goals of 
home-based family therapy. In addition, specialized training should be provided to 
supervisors and therapists to address unique issues that arise in the home. Finally, more 
research should be conducted in order to explore a variety of safety features to be used in the 
home-based context. 
While Christensen was the first researcher who asked the in-home therapists about 
their supervision needs, she did not assess the extent to which the important needs were being 
met. The present study builds on and extends Christensen's work using a quantitative 
approach. 
Specifically, the present study uses quantitative methods to identify in-home 
therapists* needs for supervision as compared with clinic-based therapists. For the purpose of 
this research paper, clinic-based therapists will refer to those therapists that work in places 
other than the families' home such as hospitals, private practice, university clinics, residential 
treatment centers, and others. Another purpose of this study is to examine the extent to 
which those needs have been addressed in the actual supervisory experience. Little research 
has been conducted regarding what are the supervisory needs and how often are the needs 
addressed by supervisors. In this study, an overall measure of the level of satisfaction with 
therapists' current supervision experience is analyzed for both groups. In addition, the 
relationship between those important supervisory needs and certain background variables is 
analyzed. The specific objectives of this study are: 
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1. To investigate which supervision needs are important for in-home family therapists in 
comparison with the supervision needs of therapists in other settings such as hospitals, 
residential treatment units, university clinics, private practice, and others. 
2. To investigate how often those needs are addressed in their actual supervisory experience. 
3. To discover how background variables (years of experience, formal training in family 
theories, and educational degree) influence what therapists feel is important in the 
supervision experience. 
4. To consider to what extent alliance with the supervisor is influenced by the extent to 
which supervision needs are met. 
Method 
Siiizificis 
The respondents were individuals who conducted therapy in either clinical or in-home 
settings, or both. C^estionnaires were sent to 299 potential respondents. Completed 
questionnaires were obtained from 166 respondents. Out of the 166 completed 
questionnaires, 122 respondents were receiving supervision and 44 were not. The 44 not 
receiving supervision were eliminated. Three cases out of the 122 were also eliminated 
because the reqrandent filled out only the background information and did not complete the 
questionnaire. Therefore, a total of 119 cases were analyzed. See Tables 1 and 2 (Appendix 
A) for the mean, standard deviation and range regarding the background variables for both 
groups of therapists. 
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Background Infomation for In.Home Therapists 
The sample of in-home family therapists in this research consisted of 61 (^ = 19 male 
and = 42 female) therapists. Participants were 95.1% (n = 58) White, non Hispanic. Only 
1.6% (n = 1) was African-American and the remaining 3.3% (n = 2) were Hispanic. 
Most of the participants 55.7% (o =" 34) held a Bachelor of Arts or Bachelor of 
Science degree while 32.8% (n = 20) held a Master's Degree. Only 4.9% CD = 3) held a 
doctorate degree. The remaining sample of 6.6% (q = 4) has less than a bachelors' degree. 
In terms of major, the participants who responded to this question indicated that 
18.0% (n = 11) studied Counseling followed by Social Work (6.5%; n = 4). Only four of the 
participants (6.6%) studied Marriage and Family Therapy and two (3.2%) studied 
Psychology. Sixty-six percent of the participants did not specified their field of study. 
Regarding their workplace setting, 60 of the therapists (98.4%) worked at community 
agencies and 11 (18.0%) woriced in school settings. The "other" category was indicated by 
(1.7%; Q = 1) and one (1.7%) held a private practice. 
In terms of professional organizations, 6.8% (q = 4) of the participants belong to the 
American Association for Marriage and Family Therapy, 11.9% (d = 7) to the National 
Association of Social Workers, and 8.5% (n == 5) to the American Counseling Association. 
There are 40 (67.8%) participants who do not belong to any professional organization. The 
rest in the sample are members of the American Association for Counselor Education and 
Supervision (1.7%), the North American Association of Christian Social Woricers (1.7%), 
and (1.7%) the American Association of Child Development. Thirty-three (54.1%) of the 
participants held a license in their professional field while 28 (45.9%) have no license. 
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Regarding the gender of their actual supervisor, in-home then4)ists reported that male 
supervisors comprised 41.0% (q = 25) and female supervisors accounted for 59.0 % (q = 36). 
The average age of the respondents is 38.6, with standard deviation of 10.4 and range 
from 21 to 68. In addition, the average number of college or university classes or credits in 
Marriage & Family Therapy theory and practice taken by the respondents is 8.1, with 
standard deviation of 18.6 and range from 0 to 96. The average years of clinical experience 
for in-home therapists is 4.6, with standard deviation of 6.3 and range of 0 to 28. The 
average years of in-home therapy experience is 5.9, with standard deviation of 5.6 and range 
of0to21. 
Finally, the average hours of individual supervision per week are 1.3, with standard 
deviation of .56 and range of 1 to 3. Regarding group supervision, the average hours per 
week are 1.3, with standard deviation of .56 and range of 1 to 3. 
Background Information for Clinical Therapists 
The sample of clinical therapists in this research consisted of 58 therapists = 23 
male and ^ = 35 female). Participants were 100.0% (o = 58) White, non Hispanic. 
Most of the participants 81.0% (n = 47) held a Master's Degree while 6.9% (0.= 4) 
held a BA/BS and 6.9% (n = 4) held a doctorate degree. The remaining sample of 5.2% (q = 
3) had less than a bachelor's degree. 
In terms of educational experience, the participants who responded to the question 
indicated that 31.0% ( o ° 18) studied Social Work followed by Counseling (17.2%; q = 10). 
Only six of the participants (10.3%) studied Marriage and Family Therapy and 6 (10.3%) 
studied Psychology. The remaining participants held a degree in Education (1.7%; il= 1), 
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Sociology (1.7%; q = 1), Divinity (1.7%; a = 1), Human Development and Family Studies 
(1.7%; 0=1). One of the respondents (1.7%), indicated an unfinished Ph.D. but did not 
specify his/her educational area. Fifty-four percent of the sample did not specify their major. 
In terms of professional organizations, 42.1% (q = 24) of the participants belong to 
the American Association for Marriage and Family Therapy, 26.3% (o = 15) to the National 
Association of Social Workers, and 12.3% (n = 7) to the American Counseling Association. 
There are IS (26.3%) participants who do not belong to any professional organization. The 
rest of the sample are members of the American Association of Christian Counselors 
(3.5%), the American Psychological Association (5.3%), the North American Association of 
Christian Social Woilcers (3.5%), the National Council for Family Relations (1.8%), or the 
Alaska School Counselor Association (1.7%). Fifty- one (87.9%) of the participants held a 
license in their professional field while seven (12.1%) have no license. The gender of the 
supervisor for the therapists in clinical settings consisted of 58.6 % (n = 34) males and 41.4% 
(n = 24) females. 
Regarding the workplace settings, 37 of the therapists (63.8%) worked at community 
agencies, eight (13.8%) woriced in school settings, and 25 (43.1%) held a private practice. 
Other therapists woilc at hospitals (8.6%), health maintenance organizations (6.9%), 
employee assistance programs (19.0%), university clinics (5.2%), or residential treatment 
units (5.2%). Finally, two of the therapists worked in nursing homes (3.4%) and one worked 
at an outpatient psychiatric department (1.7%). 
The average age of the respondents is 43.2 with the standard deviation of 1.1 and a 
range from 22 to 63. In addition, the average number of college or university classes in 
Marriage & Family Therapy theory and practice taken by the respondents is 10.4 with the 
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Standard deviation of 14.7 and a range fix)m 0 to 96. The average years of clinical experience 
for the sample of clinical therapists are 13.1 with a standard deviation of 8.7 and a range of 0 
to 40. The average years of in-home therapy experience are 3.3 with a standard deviation of 
S.2 and a range of 0 to 30. 
The average hours of individual supervision per week is 1.4 with a standard deviation 
of .99 and a range of I to 6. In terms of group supervision, the average hours per week are 
1.1 with a standard deviation of .44 and a range of 1 to 3. 
Instruments 
Supervision Needs Inventorv fSND. A review of the literature revealed that no 
questionnaire specifically assessed the needs or practices related to in-home supervision. 
Therefore, the Supervision Needs Inventory was developed by the author with two purposes 
in mind. First, it measured those needs therapists consider important during supervision. 
Second, it measured the fi^uency with which those needs are reported as being met during 
supervision. The SNI consists of two dififerent scales. One of the scales is a 5- point Likert 
scale which measures the level of importance. The other scale is a 6-point Likert scale which 
measures the frequency with which those needs are addressed during supervision time. The 
questions were developed from the in-home therapy literature and from a review of existing 
instruments. The items on the questionnaire were based on what the literature identified as 
important to every supervisor-supervisee relationship. Since most of the issues arise from 
studies done with a population of therapists woridng in clinical and university settings and 
their supervisors, this study also sampled those therapists offering in-home services. 
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The Cronbach's alpha was obtained in order to measure the internal consistency 
within the scale. The alpha coefficient for the 43 items of the Supervision Needs Inventory-
Level of Importance Scale was .9184. The Cronbach's alpha for the 43 items of the 
Supervision Needs Inventory-Frequency Scale was .9323. These alphas show that each 
individual item is measuring the same underlying variable. 
For the SNI-Level of Importance Scale, items were grouped into categories based on 
topics identified in the literature pertaining to in-home family therapy and supervision, 
therapist's professional development, and supervisor's style. Four scales were constructed. 
Scale 1: In-Home Therapy Training includes items pertaining to in-home therapy and 
supervision. Those items are 32,34,35,38,39,40, and 42. Scale 2: Therapists' Skills 
Development includes the items 3,4, S, 9, 11, 12, 13,14,18,22,29, 33,36, and 37. Scale 3: 
Supervisors' Personal Skills includes items IS, 19,23,24,25,26,27,28,30,31, and 43. 
The last one is Scale 4; Therapists' Personal Growth which includes items 6,7,8,10,16,17, 
19,20,21, and 22. 
Reliability tests were performed for each of the groups. For Scale 1 the Cronbach's 
alpha is .8661, for Scale 2 it is .8982, for Scale 3 it is .8392, and for Scale 4 the alpha is 
.8515. These higher values of the alphas indicate that there is good internal consistency 
within the scale. Refer to tables 37-44 in Appendix A to obtain information about the mean, 
standard deviation, range, and reliability coefficients for each of these scales and the wording 
of each item. 
The same items that were used to obtain the four scales of Level of Importance were 
used to construct the scales for SNI-Frequency Scale. The Cronbach's alphas for each of the 
four scales were .8511 for the in-home skill training scale, .9136 for the therapist's skills 
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development scale, .8797 for the supervisor's personal skills scale, and .8900 for the 
therapist's growth scale. From the original 43 items, items 1,2, and 4, were eliminated for 
subsequent statistical analysis because these items were negatively correlated to the rest of 
the items on the four scales. 
Working Alliance Inventory (WAIV The literature has pointed out that it is very important 
for therapists to have a positive relationship with their supervisor in order to achieve success 
in therapy. Horvath and Greenberg (1986,1989) developed the Woricing Alliance Inventory 
(WAI) in order to assess Bordin's three dimensions of the woridng alliance. The WAI is a 
36-item, self-report instrument that is completed by both the client and the counselor and 
yields subscale scores for goals, tasks and bond. More specifically, the aspects are: (1) tasks, 
where the clinician and client both see in-session action and cognition as relevant and 
efficacious; (2) goals, where clinician and client mutually endorse and value the anticipated 
treatment outcome; and (3) bonds, the mutual personal attachment between the client and 
clinician which includes trust, acceptance, and confidence. The WAI emphasizes the quality 
of mutuality between the clinician and the client as a primary component of effectiveness. In 
the field of marriage and family therapy, the definition of alliance denotes a relationship 
between two systems. Pinsof and Catherall (1986) prefer to use the term therapeutic alliance 
when applied to this field. These authors defined therapeutic alliance as "that aspect of the 
relationship between the therapist system and the patient system that pertains to their capacity 
to mutually invest in, and collaborate on, the therapy" (p. 139). 
For the purpose of this study, the short version of the WAI was used. This version 
consists of 12 items. The authors reported that for the short version of the WAI the alphas 
were .90 for tasks, .92 for bonds, and .90 for the goals. The composite scale of the short form 
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has an internal consistency coefficient of .98 using Cronbach's alpha (Horvath & Greenberg 
1989) 
The WAI was modified for the purposes of this study: the word "client" was changed 
to "therapist" and "clinician" to "supervisor." Wording of the items was changed as well. 
For example, the original statement "I feel uncomfortable with my therapist" was reworded 
as "I feel uncomfortable with my supervisor." The new wording was perceived to be more 
relevant to the study. 
Background Information Questionnaire. To obtain background data on participants, a 
number of items were included in the questionnaire by the researcher. Information was 
collected on gender, race/ethnicity, age, educational degree, client's annual income, 
certification and/or licensure, supervisor's gender, years of clinical experience, years of in-
home therapy experience, direct client contact therapy hours in both, clinical and in-home 
settings, professional organization, university classes regarding Marriage & Family Therapy 
theory and/or practice, number of hours of individual supervision, number of hours of group 
supervision, and woiic setting. 
Finally, a measure of an overall satisfaction with supervision was included, using the 
question, "Overall, how satisfied are you with the supervision you are currently receiving?" 
Participants had to choose from four choices, which ranged fix)m very satisfied to quite 
dissatisfied. In addition, two open-ended questions appeared at the end of the questionnaire. 
The first question asked, "As an in-home therapist, what other needs do you consider 
important for your supervisor to address?" and the other one, "Please provide any additional 
comments about your supervision experience as a therapist." See Appendix B for the 
questionnaire. 
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Procedure 
A pilot study was conducted prior to the actual study. A sample of 14 Iowa State 
University graduate students enrolled in the Marriage and Family Therapy program 
participated in the pilot study. The students were conducting couple, family, and individual 
therapy in both in-home and clinical settings. In addition, they were supervised by a 
Marriage and Family Therapy Approved Supervisor or by a Supervisor-in-Training. After 
students completed the pilot instrument, the investigator inquired about the accuracy and 
clarity of the items in measuring important supervision needs. Also, the frequency with 
which those needs arc being met in their actual supervisory experience was assessed. 
Participants were also asked for other suggestions or conunents relevant to the study. 
From the pilot study it was found that, in general, the items were clear and accurate in 
assessing important supervision needs for therapists. The participants also felt comfortable 
with the length of time that it took to complete the instruments. Based on the pilot study, a 
few editorial changes were made. 
A test of reliability was performed on the Supervision Needs Inventory (SNI) using 
the data from the pilot study. Results indicated a Cronbach's alpha of .8971 for the 43 items 
of the SMI-Level of Importance Scale, and for the SNI-Frequency Scale, an alpha of .8375. 
These alphas indicate that each individual item is measuring the same underlying variable. 
Good internal consistency was shown within the scale. 
Data were gathered from several sources. First, the questionnaire was distributed to 
every therapist who attended the Annual Conference of the Iowa Association of Marriage & 
Family Therapy (lAAMFT, 2000). In addition, the researcher was available at the 
conference site to answer any questions the participants might have. Each person received a 
71 
package that included the questionnaire, instructions, and a modified informed consent letter. 
After completion, participants dropped the questioimaires in a box at the registration table. 
Second, the questionnaire was mailed to every therapist, licensed or not licensed, who 
belonged to the lAAMFT, but who did not attend the annual conference. There were 
a total of 219 potential respondents from the lAAMFT. Four people were eliminated from 
the study because they are professors in the Marriage and Family Therapy program and in the 
Counseling Department at Iowa State University. In addition, the 14 students that 
participated in the pilot study were not included. Finally, 60 of the LAAMFT members were 
excluded fixim the mailing since they were at the annual conference. 
Therefore, a total of 137 questionnaires were mailed. Each envelope contained the 
questionnaire, a self-addressed, stamped envelope and a contact sheet which allowed the 
recipient to participate in a raffle and receive a copy of the results of the study. The 
completion of both the questionnaire and the contact sheet were completely voluntary. A 
follow-up mailing was done three and a half weeks after the questionnaires were sent. The 
follow-up mailing provided a telephone number for people to call to request another 
questionnaire package if necessary. 
Third, the investigator sent a letter to the directors of eight community agencies in the 
State of Iowa and one in the State of Wisconsin. All of these agencies offer in-home family 
therapy services. The letter explained the nature of the study and asked for therapist 
participation. The agencies that agreed to participate in the study were; 
1. Lutheran Social Services of Iowa - Ames, lA 
2. Quakerdale- New Providence, Manning, Waterloo and Marshalltown, lA 
3. Youth &. Shelter Services, Inc. - Ames, LA 
72 
4. West Iowa Family Services - Denison, lA 
5. Bremwood Lutheran Children Home - Waverly, lA 
6. Family and Children Center, La Crosse, WI 
A verbal and written agreement from the director of each agency was obtained. For 
three of the sites the investigator contacted the supervisor of each site, made an appointment, 
and attended a weekly staff meeting to distribute questionnaires to the therapists. 
Instructions were provided to the participants prior to completing the questionnaires. 
Afterwards, the investigator collected all completed questionnaires. 
The researcher contacted the director of the Family and Children Center in La Crosse, 
Wisconsin and the director of Youth & Shelter Services, Inc. in Ames, Iowa. After the nature 
of the study was explained, they agreed that their in-home family therapists would be asked 
to participate in the study. In this case, materials were sent to the directors including the 
questionnaires and self-addressed stamped envelopes. The directors distributed the packages 
to each therapist. Upon completion, therapists enclosed the questionnaires in the envelope, 
sealed and returned them to the address indicated. 
The director of Bremwood Lutheran Children's Home distributed the questionnaires 
to the staff of in-home family therapists. Questionnaire packages were sent to the agency and 
the same procedures were followed as with the La Crosse and Ames centers. 
The procedures for the study were reviewed and approved by the Iowa State 
University Human Subjects Committee. All participants were informed of procedures related 
to ensuring confidentiality. 
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Statistical Analysis 
The Supervisory Needs Inventory-Level of Importance scale was reverse coded so 
that the low numbers indicate the lack of importance and the high numbers indicate 
importance. The variable SSQl which assessed an overall rating of therapists' level of 
satisfaction with their current supervision was also reverse coded so the low numbers 
indicated less satisfaction and the high numbers indicate higher satisfaction. Frequencies 
were run to check for missing values. They were recoded to measures of central tendency. 
When creating the different scales of the Supervisory Needs Inventory, there was a 
high number of missing cases due to questions addressing exclusively issues pertaining to in-
home therapy supervision. Most of the therapists answering from a clinical perspective chose 
"not applicable" in response to those questions. A majority of those cases were eliminated by 
creating the in-home therapy training scale (INHOMESC). The remainder of the "not 
applicable" were recoded as missing. 
Results 
Several tests were conducted to determine which specific needs are important for in-
home therapists in comparison to clinical therapists* needs in supervision. The frequency 
table of the Supervision Needs Inventory-Level of Importance Scale (SNII) was used to count 
how frequently the values "very important" and "extremely important" occur for each group. 
Results indicated that 31 out of the 43 items of the SNII were considered important for more 
than half of the in-home therapists as well as for those therapists working in clinical settings. 
These 31 items include 2 to 6,8,9,11,12,14,18,19,22 to 30,33 to 40,42, and 43. Tables 
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33-36 in Appendix A contain infonnation on the means, standard deviations, and percentages 
for each of the 43 items for both scales. 
Item number 2 was considered extremely important or very important by 88.5% of the 
in-home family therapists and 91.4% of therapists working in clinical settings. Item 3, 
"Supervisor provides information on available community resources," was found to be 
important by 77.0% of in-home therapists and 74.1% of clinical therapists. Items 4, 
"Supervisor deals with issues of client's safety," and item S, "Supervisor provides specific 
intervention strategies and techniques," were found to be important for 88.5% and 70.5% in-
home family therapists and 81.1% and 60.4% of the therapists working in clinical settings. 
Finally, item number 6 was found to be important by in-home family therapists (59.0%) as 
well as by therapists in clinical settings (55.2%). 
More than half of in-home therapists (60.7%) and therapists working in clinical 
settings (74.1%) considered item 8 to be important. In-home therapists (57.4%) and clinical 
therapists (57.4%) also found item 9 to be important. Item 11, "Supervisor emphasizes basic 
skills," is important for 59.0% in-home therapists and 58.6% clinical therapists while item 
number 12, "Supervisor teaches skills on how to handle specific issues," was found to be 
important by 62.3% in-home therapists and 53.4% for therapists working in clinical settings. 
Furthemore, in-home therapists (62.3%) and clinical therapists (63.8%) found item 
14, "Supervisor teaches techniques to engender trust in relationships with clients," to be 
important. Seventy-five percent of in-home therapists considered item 18 to be important as 
well as 58.6% of therapist in clinical settings. In addition, item 19, "Supervisor provides 
constructive feedback on my therapy work," was found to be important by 78.7% of in-home 
therapists and 79.4% of those therapists woridng in clinical settings. 
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Items 22 to 28 were foimd to be important by more than half of the therapists in both 
groups. For in-home therapists the results are 80.3%, 93.4%, 82.0%, 93.4%, 75.4%, 86.9%, 
and 72.1%, respectively. For therapists working in clinical settings the percentages are 
79.3%, 89.7%, 81.0%, 82.7%, 63.8%, 77.5%, & 70.7%, respectively. Although these items 
were found in the family therapy and supervision literature in general, results from this study 
revealed these items to be a major importance to more than half of the in-home family 
therapists. These findings do not support the literature pertaining to difTerences between in-
home family therapy supervision versus supervision in different settings (Gordon, Arbuthnot, 
Gustafson, & McGreen, 1988 & Thomas, McColum & Snyder, 1999). 
Fifty-five percent of in-home therapists found item 29, "Supervisor provides 
information about the process of terminating cases," important while 63.8% of clinical 
therapists found it to be important. Item 30, "Supervisor spends time joining with me," was 
found to be important by 59.0% of in-home family therapists and 58.6% of therapists 
working in clinical settings. 
In addition, an item related to therapists' safety (# 33) was found to be important by 
72.1% in-home family therapists and 75.8% clinical therapists. Also, an item related to 
ethical issues of in-home therapy (# 34) was considered important for in-home therapists 
(76.7%) and clinical therapists (80.0%) participating in this study. Furthermore, 54.1% of 
the in-home therapists and 60.9% of therapists in clinical settings found item 35, "Supervisor 
deals with issues of boundaries," to be important. Another was item 36, "Supervisor deals 
with issues of therapist's bumout," which was found important by 80.3% of in-home 
therapists and 70.7% of clinical therapists. 
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Items 37, 38, 39, and 40 which deals with issues of "stuckness" in therapy, how to 
write reports required by social agencies, change home environment without confrontation 
and information on the steps taken prior to home visits were found to be important by 78.7%, 
84.7%, 59.0%, and 67.2% (respectively) of the in-home family therapists and also by 84.5%, 
76.6%, 76.9%, 86.3% (respectively) of the therapists working in clinical settings. 
Finally, item 42, "Supervisor provides crisis intervention training," was found 
important by 63.3% in-home family therapists and 71.7% clinical therapists. In addition, 
item number 43, "Supervisor encourages additional training relevant to clinical and/or in-
home work," was found important by 80.3% of in-home therapists and 89.7% of therapists 
working in clinical settings. 
The above findings are supported by the literature (Christensen, 1995; Kaplan & 
Girard, 1994; Lindblad, Dorc & Stem, 1998). For example, in terms of knowing about 
different agencies (Department of Human Service, juvenile court, etc.), Lindblad, et al., 
(1998) found that the in-home therapist needs to have knowledge about the dynamics of the 
different systems involved with the family. Furthermore, in the current study, an open-ended 
question, a participant wrote that "It is important to receive training pertaining to the juvenile 
court system." Another wrote that 'The supervisor must provide guidance and instruction on 
working with DHS and other agencies." 
These findings also support previous studies found in the literature regarding in-home 
therapy and supervision (Christensen, 1995; Kaplan & Girard, 1994; Lindblad, Dorc & Stem, 
1998). Therapists also agreed that issues regarding safety and boundaries need to address by 
the supervisor. 
77 
From this analysis, there were two items that were considered very important for 
more than half of the therapists that answered from the clinical perspective but not for the in-
home therapy group. These are items 10 and 16. Item 10, "Supervisor helps me with 
personal problems that may interfere with therapy," was found to be important by therapists 
working in clinical settings (53.0%) but not important for therapists doing in-home family 
therapy work (67.2%). In addition, item 16, "Supervisor addresses dynamics between clients 
and trainees," was found important by 6S.S% of the clinical therapists but 53.6% of in-home 
therapists did not consider this important. 
Nine items were considered somewhat important or not important by more than half 
of in-home family therapists and by the therapists woridng in clinical settings. Those items 
are 1, 7,13,15,17,20,31,32, and 41. Tables 33-36 in Appendix A contain the percentage 
of responses for those items. 
There are several findings from the above information that appear prominent. The 
items on the Supervision Needs Inventory-Level of Importance that address issues the 
literature has identified as specific to the field of in-home therapy and supervision (32,34-35, 
38-39, and 40,42) were found to be important for the group of therapists who answered from 
the clinical perspective. 
Lastly, item 32, which refers to "Supervisors training therapists on how to deal with 
home distractions," was not found among the list of important supervision needs for either of 
the groups. This finding is contrary to what the literature on in-home family therapy and 
supervision has identified as important (CHmstensen, 1995; Dunlap, 1996; Lindbald-Golberg, 
Dorc & Stem, 1998). 
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Cresstabulatign 
To determine to what extent important needs are being met by the supervisor, the 
statistical analysis Crosstab was performed for the 40 items of the Supervision Needs 
Inventory on both scalcs, Level of Importance Scale, and Frequency Scale. The Gamma 
value (which is an equivalent of the Pearson Correlation) will indicate the relationship 
between the level of importance and the frequency. A negative Gamma will indicate that 
something is important for the therapist and it is not being addressed by the supervisor. The 
Gamma value for each of the 40 items is positive. Therefore, results indicate that for both 
groups of therapists those needs that they consider to be important are being met by their 
supervisor. 
The next step was to look at the value in order to detemiine if the relationship 
between level of importance and frequency is significant. A q value greater than .001 will 
indicate that the relationship is not significant. Items 4, 8,14, IS, 18,22,29, 34,40, were 
found to be significant (b<.001) for in-home family therapists and not significant for (b>.001) 
for clinical therapists. Items 6, 7,10,13,16 17,27,28 31,32,37 and 42, were found to be 
significant (]2<.001) for clinical therapists and not significant (p>.001) for in-home therapists. 
Item number 4 ("Supervisor deals with issues of client safety") was found significant 
(B<.001) for in-home therapists. Therefore, if in-home therapists think that the supervisor 
who deals with issues of client safety is important, they are likely having this need met 
during supervision (see Table 3). On the other hand, this item was found to be not significant 
(B>.001) for therapists working in a clinical setting. This finding indicates that if therapists 
in clinical settings consider it important that their supervisor deals with issues of client safety 
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(l2>.001) for therapists woricing in a clinical setting. This finding indicates that if therapists 
in clinical settings consider it important that their supervisor deals with issues of client safety 
as pait of the learning experience, it appears that for some of them, this need has been met 
while not for others. 
Table 3: Supervisor helps assess my personal growth. 
Gamma Asymp. Std. Approx Approx Sig* 
Error Tb 
In-Home Perspective .272 .171 1.564 .118 
Clinical Perspective .566 .165 3.090 .002 
* Significant at p < .001 
Item 6, "Supervisor uses trainees' personal biases to facilitate personal growth", was 
found to be significant for this sample of clinical therapists (]2<.001), which means that they 
consider it important and they are likely receiving it during supervision as shown in Table 4. 
For the group of in-home therapists this item was not significant (£>.001). This finding 
indicates that while in-home family therapists consider it important that the supervisor uses 
trainee's personal biases to faciUtate their personal growth, it appears from the data that some 
are receiving this and some are not. 
Gamma Asymp. Std. Appro Approx Sig* 
Error xT^ 
In-Home Perspective .846 .061 7.450 .000 
Clinical Perspective .485 .146 3.078 ..002 
* Significant at p < .001 
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Table 5: Supervisor assists me in developing my own therapy style. 
Gamma Asymp. Std. Appro Approx 
Error xV Sig* 
In-Home Perspective .541 .132 3.918 .000 
Clinical Perspective .429 .158 2.468 .014 
* Significant at p < .001 
Item 8 ("Supervisor assists me in developing my own therapy style") was significant 
for in-home therapists (b<.001) and not significant (p>.001) for clinical therapists (see Table 
S). Another item that was significant (]2<.00l) by in-home therapists and not significant 
(]2>.001) by clinical therapists was item 14 ("Supervisor teaches techniques to engender trust 
in relationships with clients) as shown in Table 6. 
Table 6: Supervisor teaches techniques to engender clients' trust. 
Gamma Asymp. Std. Appro Approx 
Error XT' Sig^ 
In-Home Perspective .573 .126 3.889 .000 
Clinical Perspective .403 .156 2.274 .023 
* Significant at p < .001 
Items 7, "Supervisor helps me explore personal issues," item 10, "Supervisor helps 
me with personal problems that may interfere with therapy," and item 13, "Supervisor uses 
role play and fictional cases to teach therapeutic skills," was significant (|2<0.001) and not 
significant for in-home therapists (b > .001). Refer to Tables 7,8 and 9, respectively. This 
means that if clinical therapists consider this item important, then they are likely receiving it 
during supervision. However, if in-home family therapists consider those needs to be 
important, it appears fix>m the data that those issues are not being addressed during their 
actual supervisory time. 
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Table 7: Supervisor helps me explore personal issues. 
Gamma Asymp. Std. Appro Approx 
Error xT^ Sig* 
In-Home Perspective .501 .153 3.085 .002 
Clinical Perspective .750 .061 8.525 .000 
* SignilScant at p < .001 
Table 8: Supervisor helps with personal problems that may interfere with therapy. 
Gamma Asymp. Std. 
Error 
Appro 
\T 
Approx Sig* 
In-Home Perspective .506 .142 
Clinical Perspective .587 .107 
3.148 
4.631 
.002 
.000 
* Significant at p < .001 
Table 9: Supervisor uses self-disclosure. 
Gamma Asymp. Std. 
Error 
Appro 
xf 
Approx 
Sig* 
In-Home Perspective .314 .162 
Clinical Perspective .559 .140 
1.914 
3.235 
.056 
.001 
* Significant at p < .001 
Two items that deal exclusively with issues of in- home family therapy and 
supervision were found to be significant for the group of in-home therapist (i2<.001) and not 
significant (]2>.001) for the clinical group. Those are items number 34 ("Supervisor talks 
about ethical issues of in-home therapy") and item number 40, "Supervisor informs me of the 
steps that need to be taken prior to making initial in-home visit with the family." See Tables 
10 and 11 respectively. 
Three items were found to be not significant for in-home therapists (b<.001) which 
means that if they consider these items to be important, it appears that for some of them, 
these needs are being. These items were number 32," Supervisor trains me how to deal with 
home distractions," item number 37, "Supervisor deals with issues of 'stuckness' in the 
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therapy session," and item number 42, "Supervisor provides crisis intervention training," as 
shown in Tables 12,13, and 14. Special attention should be given to these items since the 
literature indicates that these issues are important for in-home therapy and supervision. 
Supervisors should include them during the supervision time as a recommendation for 
practice. 
Table 10: Supervisor talks about ethical issues. 
Gamma Asymp. Std. Appro Approx 
Error xV SiR* 
In-Home Perspective .582 .122 4.290 .000 
Clinical Perspective .625 .167 2.785 .005 
* Significant at p < .001 
Table 11: Supervisor informs steps that need to be taken prior to initial home visit. 
Gamma Asymp. Std. Approx T** 
Error 
Approx Sig* 
In-Home Perspective .526 .146 3.385 
Clinical Perspective .438 .252 1.504 
.001 
.133 
* Significant at p < .001 
Table 12: Supervisor trains me how to deal with distractions. 
Ganuna Asymp. Std. Approx T** 
Error 
Approx Sig* 
In-Home Perspective .415 .163 02.461 
Clinical Perspective .889 .054 11.221 
.014 
.000 
* Significant at p < .001 
Item 16, "Supervisor addresses dynamics between clients and trainees," item 17, 
"Supervisor addresses my family of origin issues," item 27 "Supervisor provides emotional 
support," item 28, "Supervisor provides direction," and item 31, "Supervisor switches 
supervisory styles in response to new situations" were found to be significant (|i<.001) for 
clinical therapists and not significant (B>.001) for in-home family therapists. This finding 
indicates that some of the in-home therapists consider those needs important as part of their 
learning experience which are not being met during their actual supervisory experience. This 
finding is interesting since those items were drawn firom the literature of supervision in 
settings which does not include in-home family therapy work. 
Table 13 : Supervisor deals with issues of "stuckness." 
Gamma Asymp. Std. Approx T** Approx Sig* 
Error 
In-Home Perspective .406 .173 2.266 .023 
Clinical Perspective .689 .111 4.718 .000 
* Significant at p < .001 
Table 14: Supervisor provides crisis intervention training. 
Gamma Asymp. Std. Error Approx T** Approx Sig* 
In-Home Perspective .221 .182 1.194 .233 
Clinical Perspective .607 .121 3.855 .000 
* Significant at p < .001 
Table 15: Supervisor addresses dynamics between clients & trainees. 
Ganmia Asymp. Std. 
Error 
Approx T" Approx Sig* 
In-Home Perspective .370 .184 
Clinical Perspective .559 .130 
1.949 
3.398 
.051 
.001 
* Significant at p < .001 
Table 16: Supervisor addresses my family of origin issues. 
Gamma Asymp. Std. 
Erix>r 
Approx T' Approx Sig* 
Clinical Perspective 
* Significant at p < .001 
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Table 17: Supervisor provides emotional support. 
Gamma Asymp. Std. 
Error 
Approx T** Approx Sig* 
In-Home Perspective .426 .180 
Clinical Perspective .641 .123 
2.180 
4.471 
.029 
.000 
* Significant at p < .001 
Table 18: Supervisor provides direction. 
Gamma Asymp. Std. 
Error 
Approx T*" Approx Sig* 
In-Home Perspective .378 .153 
Clinical Perspective .744 .099 
2.369 
5.364 
.018 
.000 
* Significant at p < .001 
Table 19: Supervisor switches supervisory styles in response to new situations. 
Gamma Asymp. Std. 
Em)r 
Approx T** Approx Sig* 
In-Home Perspective .471 .152 
Clinical Perspective .670 .112 
2.982 
4.425 
.003 
.000 
* Significant at p < .001 
There were 4 items (IS, 18, 22 & 29) which were found to be significant for in-home 
family therapists (p<.001) and not significant for clinical therapists (p>.001). This means 
that if clinical therapists consider it important that their supervisor uses self-disclosure as part 
of the learning experience, revises and gives constructive feedback on clinical 
documentation, encourages the development of therapists' personal style, and provides 
information about the process of terminating cases, it appears from the results that some are 
receiving assistance with these issues while others receive little or no assistance. The 
implications are for supervisors to include these items during the supervision time. See 
Tables from 20 to 23, respectively. 
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Table 20: Supervisor uses self-disclosure as learning experience. 
Gamma Asymp. Std. Approx T** Approx Sig* 
Error 
In-Home Perspective .603 .131 3.697 .000 
Clinical Perspective .314 .226 1.390 .164 
* Significant at p < .001 
Table 21: Supervisor revises and gives feedback on clinical documentation. 
Gamma Asymp. Std. Approx T** Approx Sig* 
Error 
In-Home Perspective .584 .145 3.515 .000 
Clinical Perspective .510 J46 3.158 .002 
* Significant at p < .001 
Table 22: Supervisor encourages the development of my personal style. 
Gamma Asymp. Std. Approx T^ Approx Sig* 
Error 
In-Home Perspective .546 .163 3.184 .001 
Clinical Perspective .395 .162 2.255 .024 
* Significant at p < .001 
Table 23: Supervisor provides information about the process of terminating cases. 
Gamma Asymp. Std. Approx T** Approx Sig* 
Error 
In-Home Perspective .510 .155 3.263 .001 
Clinical Perspective .480 .144 3.000 .003 
* Significant at p < .001 
Analysis ofCovariance 
To investigate how background variables influence what therapists feel is important 
during their supervision experience an analysis of co-variance was conducted with fixed 
effects such as gender of the participant, gender of the supervisor, and licensure and with 
covariates (that is, continuos predictors) such as age, education, years of clinical experience, 
years of in-home therapy experience, university or college classes in Marriage & Family 
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Therapy theory and practice, individual supervision, and group supervision. The independent 
variables were in-home therapy training, therapists' skill development, supervisors' personal 
skills, and therapists' personal growth scales. 
Four models were obtained from the analysis. Variables with a p value of less than 
.OS are considered influential. That is, these variables impact how therapists' decide what is 
or is not important. 
Age, gender, and licensure were significant variables at the ]2<.0S level for Model 
One (see Table 24). In other words, when determining the importance of the in-home therapy 
training these variables were the most influential. In terms of age, the older the person is, the 
less important are the items related to in-home therapy training skills. Females are 
considered more important than males. And for those therapists who do not hold licensure in 
their professional field, this is an important factor. 
For Model Two, therapists' skills development, the variables for years of clinical 
experience, years of in-home therapy experience, gender and licensure were significant at the 
{{<.05 level (see Table 25). Therapists with more years of clinical experience and in-home 
family therapy experience consider the items on therapists' skills development to be 
important. These variables were also important for females and therapists not licensed. 
Age and licensure were significant at the b<.OS level for Model Three as shown in 
Table 26. It meant that when therapists were deciding the importance of the supervisor as a 
person, age and having a license were the most influential variables. For older therapists the 
items of supervisors' as a person were less important, and therapists not licensed were more 
important for therapists that held a license in their professional field. 
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Finally, for Model Four (ther^ists* personal growth) the variables that were 
significant at the b<.05 level were age, years of home experience, and licensure (see Table 
27). For older therapists items of therapists' personal growth were less impoitant. Those 
who are licensed consider items on therapists' personal growth to be less important. Finally, 
the more years of in-home family therapy experience the more important the variables are to 
the respondents. 
Table 24: Model 1: In-Home Therapy Training Skills Scale-
Source & Main Effects F •p-value 
Corrected Model 11 3.122 .002 
Intercept 1 65.723 .000 
Age 1 5.004 .029 
Education 1 .267 .607 
Years of clinical experience 1 1.768 .188 
Years of in-home experience 1 2.302 .134 
Courses on family therapy 1 .025 .875 
Hours of individual supervision 1 .000 .997 
Hours of group supervision 1 .048 .827 
Gender 1 9.891 .003 
Licensed 1 8.107 .006 
Gender in-home supervisor 2 2.630 .080 
Eiror 63 
Total 75 
Corrected Total 74 
R' .353 
Adjusted .240 
Note. Age, gender and licensure were significant. 
* Significant at p < .05 
CorrelatioiB 
In order to determine to what extent alliance with the supervisor is influenced by the 
extent to which supervision needs are met, correlations with the four scales (in-home skill 
training, therapists' skills development, siq)ervisors' personal skills, and therapists' personal 
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growth) were conducted. This was done for both the Level of Importance and Frequency 
estimated using the three aspects of the Woridng Alliance Inventory. 
Table 25: Model 2: Therapists' Skills Development Scale 
Source & Main Effects F •p-value 
Corrected Model 11 3.753 .000 
Intercept 1 89.269 .000 
Age 1 3.546 .062 
Education I .034 .854 
Years of clinical experience 1 4.469 .037 
Years of in-home experience 1 5.879 .017 
Courses on family therapy 1 .194 .661 
Hours of individual supervision 1 .076 .783 
Hours of group supervision 1 1.025 .314 
Gender 1 4.662 .033 
Licensed 1 17.109 .000 
Gender in-home supervisor 2 .138 .871 
Error 107 
Total 119 
Corrected Total 118 
R' .278 
Adjusted .204 
Note. Years of clinical experience, years of in-home experience, 
gender, and licensure was significant. 
* Significant at p < .05 
Results indicated not a significant (]2>.05) correlation between tasks, bonds, and goals 
when in-home therapists thought that in-home skill training, therapists' skills development, 
supervisors' personal skills, and therapists, personal growth scales are important (see Table 
28). This means that whether in-home therapists thought that the variables in the four scales 
were not important was related to the three aspects of the working alliance with their 
supervisor. 
Results also indicated that in clinical settings therapists thought that the variables, in-
home skill training. thenq;>ists' skills development, supervisors* personal skills, and 
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therapists' personal growth, were not important to have they worked with their supervisor 
(see Table 29). 
Table 26: Model 3: Supervisors' as a Person Scale 
Source & Main Effects F •p-value 
Corrected Model 11 2.281 .015 
Intercept 1 102.181 .000 
Age 1 4.763 .031 
Education 1 1.057 .306 
Years of clinical experience 1 2.824 .096 
Years of in-home experience 1 2.684 .104 
Courses on family therapy 1 .048 .827 
Hours of individual supervision 1 .011 .918 
Hours of group supervision I 1.394 .240 
Gender 1 .641 .425 
Licensed 1 9.545 .003 
Gender in-home supervisor 2 .382 .684 
Error 107 
Total 119 
Corrected Total 118 
R' .190 
Adjusted .107 
Note. Age and licensure were significant. 
* Significant at p < .05 
Results firom the correlation between tasks, bonds, and goals and in-home skill 
training, therapists' skills development, supervisors' personal skills, and therapists' personal 
growth the frequency of supervision were significant (p < .05). This means that in-home 
therapists are more likely to get in-home skill training, therapists' skills development, 
supervisors' personal skills, and therapists' personal growth with high fi«quency when they 
work well with their supervisor (see Table 30). 
The results were similar for the clinical therapist group. There were significant 
correlations (b < .05) between tasks, bonds and goals with the frequency of therapists' skills 
development, supervisois' personal skills, and therapists' personal growth scales. This 
90 
means that clinical therapists are more likely to get therapists' skills development, 
supervisors' personal skills, and therapists' personal growth with higher frequency when they 
work well with their supervisor. However, the correlations between task, bond, and goals 
and in-home skill training were not significant (p>.OS), which indicates that they are more 
likely to get in-home skill training with less fivquency even if they woric well with their 
supervisor (see Table 31). 
Table 27: Model 4: Therapists' Personal Growth Scale 
Source & Main Effects F •p-value 
Corrected Model 11 1.579 .115 
Intercept 1 S4.461 .000 
Age 1 5.199 .025 
Education 1 2.116 .149 
Years of clinical experience 1 2.713 .102 
Years of in-home experience 1 4.385 .039 
Courses on family therapy 1 .006 .939 
Hours of individual supervision 1 .541 .464 
Hours of group supervision 1 .024 .878 
Gender 1 .687 .409 
Licensed 1 4.237 .042 
Gender in-home supervisor 2 .552 .577 
Error 107 
Total 119 
Corrected Total 118 
.140 
Adjusted .051 
Note. Age, years of in-home family therapy experience, and 
licensure were significant. 
* Significant at p < .OS 
Qnt-wav AmIyms gf Variinw 
To assess how satisfied the therapists were with the supervision they are currently 
receiving a One-way ANOVA was conducted. There was no statistically significant 
difference between the two groups in terms of overall satisftction. The observed significance 
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level was 0.17. A Levene Statistic of 1.12 indicates that the variance does not differ among 
the two groups. The mean for in-home therapists (d=61) was 3.2 and the mean for therapists 
from clinical settings (q=58) was 3.0 (See Table 32). 
Table 28: Correlations for in-home family therapists-Importance Scale 
In-home Therapist's Supervisor's Therapist's 
Skills Skills Personal Personal 
Training Development Skills Growth 
Tasks Pearson .122 .099 .179 -.045 
Correlation .371 .447 .166 .729 
Sig 56 61 61 61 
N 
Bonds Pearson .115 .076 .178 -.096 
Correlation .400 .559 .170 .464 
Sig 56 61 61 61 
N 
Goals Pearson .061 .063 .207 -.165 
Correlation .656 .632 .110 .203 
Sig 56 61 61 61 
N 
* Significant at p < .05 
Table 29: Correlations for clinical therapists-Importance Scale 
In-home Therapist's Supervisor's Therapist's 
Skills Skills Personal Personal 
Training Development Skills Growth 
Tasks Pearson -.168 .003 .079 .227 
Correlation .491 .983 .554 .087 
Sig 19 58 58 58 
N 
Bonds Pearson -.123 .011 .141 .177 
Correlation .615 .933 .293 .183 
Sig 19 58 58 58 
N 
Goals Pearson -.347 -.151 .029 .028 
Correlation .146 .258 .830 .843 
Sig 19 58 58 58 
* Significant at p < .05 
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Table 30: Correlations for in-home therapists-Frequency Scale 
In-home 
Skills 
Therapist's 
Skills 
Supervisor's 
Personal 
Therapist's 
Personal 
Trainins Development Skills Growth 
Tasks Pearson .678 .662 .70S .633 
Correlation .000 .000 .000 .000 
Sig 
N 
S3 61 61 61 
Bonds Pearson .S03 .S45 .589 .500 
Correlation .000 .000 .000 .000 
Sig 
N 
S3 61 61 61 
Goals Pearson .527 .S64 .70S .464 
Correlation .000 .000 .000 .000 
Sig 
N 
S3 61 61 61 
* Significant at p < .OS 
Table 31 : Correlations for clinical therapists-Frequency Scale 
In-home 
Skills 
Therapist's 
Skills 
Supervisor's 
Personal 
Therapist's 
Personal 
Training Development Skills Growth 
Tasks Pearson .29S .411 .572 .450 
Correlation .207 .001 .000 .000 
Sig 
N 
20 S8 58 58 
Bonds Pearson -.094 .382 .572 .388 
Correlation .694 .003 .000 .003 
Sig 
N 
20 S8 58 58 
Goals Pearson -.041 .337 .598 .319 
Correlation .863 .010 .000 .015 
Sig 20 S8 58 58 
N 
* Significant at p < .OS 
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Results from the One-way ANOVA indicated that overall, both in-home therapists 
and clinical therapists are mostly satisfied with their current supervision. Those results can 
be confirmed by using participants' response to an open-ended question. One respondent 
wrote "Supervision is very important. I can go to my supervisor when I need it." 
On the other hand a participant wrote that "I'm feeling dissatisfied because my supervisor did 
not provide information and emotional support. It is only my supervisor's perspective that 
counts." 
Table 32: Overall measure of therapists' satisfaction with their current 
supervision. 
Variable Perspective N Mean SD *p-value 
Overall satisfaction 
with supervision 
In-Home Therapy 
Clinical Therapy 
61 
58 
3.23 
3.03 
4.18 
3.72 
.174 
* Significant at p < .OS 
Discutsion and Conclusions 
A major contribution of this study is the development of an instrument to assess needs 
that are important for in-home therapists and therapists working in other settings such as 
hospitals, residential treatment units, university clinics, private practice, community agencies, 
schools, nursing homes, employee assistance program and health maintenance organizations. 
This study also supports the idea that overall the needs of in-home family therapists are being 
met by their supervisors. 
Findings from the frequency table indicate that there are 31 items that have been 
found to be important for more than a half of therapists in both clinical and in-home family 
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therapy groups. These include: supervisor gives me freedom to choose my own therapy 
model, provides information on available community resources, deals with issues of client's 
safety, provides specific intervention strategies and techniques, and uses trainee's personal 
biases to facilitate personal growth. Other supervisory needs found to be important for more 
than a half of the therapists are supervisor assists in developing therapists' style, devise a 
treatment plan, emphasizes basic skills, teaches how to handle specific issues, teaches 
techniques to engender trust in relationships with clients, revises and gives constructive 
feedback on clinical documentation, provides constructive feedback on therapy work and 
encourages the development of the therapist's personal style. 
In addition, results from the frequency table indicate more than half of both groups 
consider important that their supervisor values their ideas, demonstrates warmth, displays 
flexibility, includes humor in the supervision process, provides emotional support, provides 
direction, provides information about the process for terminating cases, and spends time 
joining with them. It is also important that the supervisor deals with issues pertaining to 
therapist safety, ethics of in-home family therapy, issues of boundaries, therapist bumout, 
therapist "stuckness" during therapy session, instructs how to write reports required by the 
social agencies, and teaches how to change home environment without confrontation. 
Furthermore, it was also important for both clinical and in-home therapists that the 
supervisor inform the therapist of the steps needed to be taken prior to making initial in-home 
visits with the family, provides crisis intervention training, and encourages additional training 
relevant to the therapist's clinical and/or in-home therapy practice. 
There are five items that specifically refer to in-home family therapy supervision but 
also were important for therapists answering the questionnaire from a clinical perspective. 
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One possible explanation for the lack of difference between the two groups is that the 
majority of therapists answering the questionnaire from a clinical perspective also have 
worked as in-home family therapists. This could have confounded the responses. 
Workplace setting might also provide further insight into the lack of difference 
between the groups. In the study, there were few therapists who answered the questionnaire 
from a clinical perspective who also work for community agencies. Most of the community 
agencies also held a contract with the Department of Human Services. Therefore, there are 
certain items (e.g., supervisor teaches me how to write reports for social agencies) that the 
literature has identified as exclusively an issue of in-home family therapy. A 
recommendation for further research could be conducted with a larger sample of both, in-
home family therapists and those working in other settings in order to confirm these finding. 
Furthermore, all of the items in the questionnaire regarding in-home family therapy 
and supervision that were important for in-home family therapists are supported by the 
literature and by the therapists themselves. In an open-ended question family therapists 
found issues of burnout, boundaries, safety, learning about specific issues (e.g., leam about 
Juvenile Court System), and dealing with home distractions to be important for them. Other 
therapist wrote that "The questionnaire describes most of the issues face by in-home 
therapists." 
However, for future research, the Supervision Needs Inventory (Masini, 1999) should 
be revised to include two issues that evolved from the open-ended questions. These issues 
pertain to traveling time and therapist's isolation (Kadushin, 1992; Keeney, Haapala, & 
Booth, 1991). In-home family therapists expressed the importance of these two issues. For 
example, one therapist wrote "It is very important to consider the transportation time from 
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home to home." Another one wrote: "Travel time versus the amount of cases that you have 
needs to be addressed." In terms of therapist's isolation, one person wrote "It is important 
that the supervisor deals with therapists* sense of isolation." 
Findings from the frequency table also showed that there are some supervisory needs 
which are important for therapists working in clinical settings but not found important for in-
home therapists. This finding supports the literature arguing that there are differences among 
the supervision of in-home family therapists and the supervision of therapists working in a 
clinical setting. Additionally, this can be supported with what several in-home therapists 
expressed in an open-ended question. For example, "In-home therapy is very different from 
office therapy. Supervision takes more time." 
One item (32) which states " Supervisor trains me how to deal with distractions was 
found not important to the in-home family therapists. This finding is contradictory to the 
literature regarding in-home family therapy and supervision. One reason for this finding can 
be related to the therapists' years of experience. The average years of experience of in-home 
family therapists for the participants of this smdy are S.9. It is possible that issues related to 
handling distractions are no longer relevant. Therefore, future research should include more 
inexperienced therapists as part of the sample. 
Overall, results from the Crosstabs analyses indicate that items both groups think are 
important, are being met by the supervisor. Nevertheless, there were some items found to be 
important for either in-home family therapists or clinical therapists, that are not being 
addressed by the supervisors. Since the range of in-home experience is from 0 to 21 years 
and 0 to 40 years to clinical therapists, it is possible that those with less experience need 
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more direction regarding some of the issues. A suggestion to supervisors would be to include 
these issues in supervisory time. 
An Analysis of Co-variance was performed to investigate how background variables 
influence what therapists feel is important during their supervision experience. In general, 
for the four models, the background variables most influential were age, gender of the 
thenqjist, licensure, and years of clinical and in-home thenq)y experience. 
The Working Alliance Inventory (Horvath & Greenberg, 1986) was used in order to 
detemine to what extent an alUance with the supervisor is influenced by the extent to which 
supervision needs are met. Results from correlations showed that a good woricing alliance 
between the therapist and his/her supervisor needs to be present in order to have a good 
supervision experience. One aspect of the WAI is "bonds" (the mutual personal attachment 
between the client and clinician which includes trust, acceptance, and confidence). In an 
open-ended question which asked for additional information about the supervision 
experience, one therapist wrote "Supervisor trusts my woilc and does not 'micro-manage' 
every move." Another therapist wrote that "Supervisor should have faith that I can do my 
job and support my decisions." The personal comments provided support for the importance 
of "bonds" in the supervisory relationship. 
Finally, results from the One-Way Analysis of Variance indicate that both groups of 
therapists who participated in this study are mostly satisfied with their current supervision. 
One therapist wrote in the open-ended question "I can go to my supervisor when I need 
him/her." 
In general, results were influenced by the years of experience and age of the 
participants. The mean age for the in-home family therapists is 38.6 years and for the cUnical 
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therapists 43.1 years. For the first group the average years of in-home therapy experience is 
5.9 and for the second group the average years of clinical experience is 13.1. A therapist who 
answered fix>m a clinical perspective responded to the open-ended question "I receive little or 
no supervision after many years of experience." Another wrote "I don't need supervision 
because of my years of experience." These would suggest that since the clinical therapists 
have many years of experience it is possible that their needs are different than a less 
experienced therapist. 
The open-ended question also revealed that peer supervision, particularly in the 
clinical setting is important. One of the respondents wrote "Peer supervision is priceless." 
Therapists answering fiom the clinical and in-home perspective saw peer supervision as an 
additional source of supervision providing a further learning experience. 
Three respondents also stated that the supervisor who supervises in-home therapists 
should be an in-home therapist him/herself. For example, one therapist answering from a 
clinical perspective wrote: "If you supervise in-home therapists you should have done, or 
cunently do in-home therapy work." An in-home therapist wrote: "It is important that the 
supervisor is/was an in-home therapist." As such, the advice, recommendations, or 
suggestions presented to an in-home therapist from his/her supervisor is more likely to be 
accepted, and recognized as credible if the supervisor has experienced the working conditions 
and environment of in-home therapy. 
Several limitations exist in the present study. One of the limitations is that the 
representation of participants in some of the categories of the variables is skewed. For 
example, in the variable "gender** for in-home therapists, there were 42 females and only 19 
males. Another limitation of this study is that it was conducted in a limited geographical 
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area; a national sample would be more desirable. A sample from the membership of the 
American Association of Marriage and Family Therapy would provide a more diverse 
national sample. 
A national sample would also provide more racial and ethnic diversity. In this study 
there was no variability in racial background. Finally, since the results indicate that the age 
of the therapist influences decisions regarding what it is important for the supervisor to 
address, it is important to study different age groups. 
Supervision is a very important process in the professional development of the 
therapist. As one of the respondents wrote "Choose your supervisor very carefully (if you 
need to, paid for it) this will impact your career success and reputation as a clinician." 
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GENERAL CONCLUSION 
The main purpose of the study was to investigate which supervision needs are 
important for in-home family therapists in comparison with the supervision needs of 
therapists in other settings such as hospitals, residential treatment units, university clinics, 
private practice, and other. In addition, the research sought to investigate to what extent 
those important needs are being met in their actual supervisory experience. 
The first section. Chapter I, reviewed previous research studies concerning the history 
as well as ethical issues of marriage and family thenqjy supervision. In addition, the 
literature concerning in-home family therapy and supervision. Also, empirical studies that 
measures the differences between in-home versus clinic-based therapy services. Finally, 
literature and empirical studies about in-home therapists supervision needs also were 
reviewed. 
The second chapter presented an empirical study that investigated the supervision 
needs of in-home therapists in comparison with the supervision needs of therapists in other 
settings. Furthermore, to what extent are those needs being met in their actual supervisory 
experience. Finally, certain personal and background variables were explored in order to 
investigate their influence on what therapists feel is important in their achial supervisory 
experience, using a sample consisting of 119 participants (61 in-home therapists and 58 
clinical thenqsists) from the Midwest. Results from this study revealed that there was not a 
statistically significant difference between the in-home and clinical therapists on the variables 
that have to do with therapists skills development, supervisors' as a person, and therapists' 
personal growth. There were several items that only the sample of clinical therapists 
considered to be very important during supervision such as the supervisor helping the 
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therapists explore their personal issues, developing treatment plans, helping with personal 
problems that may interfere with therapy, addressing dynamics between clients and trainees, 
and providing information on how to terminate a case. 
In addition, there as no significant difference between in-home therapists and clinical 
therapists in their overall satisfaction with the supervision that they are currently receiving. 
In general, both groups report that they are mostly satisfied with their current supervision. 
Future research and a larger sample size are needed to confirm these results. The 
variable race/ethnicity should be taken into consideration in future research to investigate the 
supervision needs of family therapists working in different settings. 
To conclude, the present study adds new evidence to the literature of in-home family 
therapy and supervision. Finally, a contribution of the present study is the measure assessing 
what supervisory needs are important for in-home family therapists and to what extent those 
needs are being met during their actual supervisory experience. 
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APPENDIX A: SUPPLEMENTARY TABLES 
lOS 
Table 1: Demographic Variables for in-home family therapists: 
Means, standard deviation and range 
Variables M SD Range 
Gender .69 .47 0-1 
Race/Ethnicity 3.00 .32 1-4 
Age 38.62 10.39 21-68 
Educational Degree 2.36 .68 1-4 
Licensure .54 .50 0-1 
Gender of the Supervisor .59 .50 0-1 
Years of Clinical Experience 4.57 6.34 0-28 
Years of In-home Experience 5.87 5.60 0-21 
College or University Classes 8.08 18.64 0-96 
Hours of individual 
supervision per week 1.30 .56 1-3 
Hours of Group Supervision 
per week 1.31 .56 1-3 
Note. N = 61 
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Table 2: Demographic Variables for clinical therapists: 
Means, standard deviation and range 
Variables M SD Range 
Gender .60 .49 0-1 
Race/Ethnicity 3.00 .00 3-3 
Age 43.17 9.96 22-63 
Educational Degree 2.90 .58 1-4 
Licensure .88 .33 0-1 
Gender of the Supervisor .41 .50 0-1 
Years of Clinical Experience 13.09 8.70 0-40 
Years of In-home Experience 3.29 5.22 0-30 
College or University Classes 10.36 14.70 0-96 
Hours of individual 
supervision per week 1.38 .99 1-6 
Hours of Group Supervision 
per week 1.14 .44 1-3 
Note. N = 58 
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Table 33: Means, standard deviations, and percent of responses on the Supervision 
Needs Inventory-Level of Importance Scale-In-Home Family Therapy 
Questions M SD 1* 2* 3* 4* 
(%) (%) (%) (%) 
Ql. Supervisor adheres to a 1.93 0.73 26.2 57.4 13.1 3.3 
particular model of therapy and 
gives concrete directions for 
adhering to that particular model. 
Q2. Supervisor gives me the 3.31 0.67 0.0 11.S 4S.9 42.6 
fireedom to choose my own therapy 
model. 
Q3. Supervisor provides 3.07 0.73 0.0 23.0 47.5 29.5 
information on available 
community resources. 
Q4. Supervisor deals with issues of 3.28 0.66 0.0 11.5 49.2 39.3 
cUent's safety. 
Q5. Supervisor provides specific 3.00 0.89 4.9 24.6 36.1 34.4 
intervention strategies and 
techniques. 
Q6. Supervisor uses trainees' 2.64 0.82 8.2 32.8 45.9 13.1 
personal biases to facilitate personal 
growth. 
Q7. Supervisor helps me explore 2.30 0.86 14.8 52.5 21.3 11.5 
personal issues. 
Q8. Supervisor assists me in 2.75 0.94 9.8 29.5 36,1 24.6 
developing my own therapy style. 
Q9. Supervisor helps me devise a 2.74 0.89 6.6 36.1 34.4 23.0 
treatment plan for clients. 
QIO. Supervisor helps me with 2.33 0.87 13.1 54.1 19.7 13.1 
personal problems that may 
interfere with therapy. 
Qll. Supervisor emphasizes basic 2.74 0.87 6.6 34.4 37.7 21.3 
sldlls (e.g., joining, clinical note 
writing, etc.). 
Q12. Supervisor teaches sldlls on 2.75 0.76 3.3 34.4 45.9 16.4 
how to himdle specific issues (e.g., 
race/ethnicity) 
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Table 33 (Continued) 
Questions M SD P 2' 3* 4* 
(%) (%) (%) (%) 
Q13. Supervisor uses role-play and 2.23 0.88 21.3 42.6 27.9 8.2 
fictional cases to teach then^utic 
skills. 
Q14. Supervisor teaches techniques 2.72 0.78 4.9 32.8 47.5 14.8 
to engender trust in relationships 
with clients. 
QIS. Supervisor uses self- 2.2S 0.72 11.5 57.4 26.2 4.9 
disclosure as part of the learning 
experience. 
Q16. Supervisor addresses 2.54 0.74 3.6 50.0 35.7 10.7 
dynamics between clients and 
trainees. 
Q17. Supervisor addresses my 1.82 0.77 35.3 51.0 9.8 3.9 
family of origin issues. 
Q18. Supervisor revises and gives 2.92 0.74 3.3 21.3 55.7 19.7 
me constructive feedback on my 
clinical documentation. 
Q19. Supervisor provides 3.00 0.71 1.6 19.7 55.7 23.0 
constructive feedback on my 
therapy woric. 
Q20. Supervisor explores my 2.23 0.74 11.5 60.7 21.3 6.6 
worldviews and personal values. 
Q21. Supervisor helps assess my 2.59 0.82 4.9 47.5 31.1 16.4 
personal growth. 
Q22. Supervisor encourages the 3.05 0.67 0.0 19.7 55.7 24.6 
development of my personal style. 
Q23. Supervisor values my ideas. 3.33 0.60 0.0 6.6 54.1 39.3 
Q24. Supervisor demonstrates 3.16 0.80 3.3 14.8 44.3 37.7 
warmth. 
Q25. Supervisor displays 3.33 0.60 0.0 6.6 54.1 39.3 
flexibility. 
Q26. Supervisor includes humor in 3.08 0.76 0.0 24.6 42.6 32.8 
the supervision process. 
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Table 33 (Continued) 
Questions M SD r 
(%) 
2* 
(%) 
3* 
(%) 
4* 
(%) 
Q27. Supervisor provides 
emotion^ support. 
3.20 0.65 0.0 13.1 54.1 32.8 
Q28. Supervisor provides direction. 3.00 0.80 1.6 26.2 42.6 29.5 
Q29. Supervisor provides 
infonnation about the process for 
terminating cases. 
2.74 0.83 3.3 41.0 34.4 21.3 
Q30. Supervisor spends time 
joining with me. 
2.61 0.82 9.8 31.1 47.5 11.5 
Q31. Supervisor switches 
supervisory styles in response to 
new situations. 
2.49 0.87 11.5 41.0 34.4 13.1 
Q32. Supervisor trains me how to 
deal with distractions (e.g., 
television). 
2.07 0.90 27.6 46.6 17.2 8.6 
Q33. Supervisor deals with issues 
of therapist's safety. 
2.98 0.83 3.3 24.6 42.6 29.5 
Q34. Supervisor talks i^ut ethical 
issues of in-home therapy. 
3.02 0.75 1.7 21.7 50.0 26.7 
Q35. Supervisor deals with issues 
of boundaries (e.g., accepting food 
or beverages). 
2.62 0.86 8.2 37.7 37.7 16.4 
Q36. Supervisor deals with issues 
of therapist's burnout (e.g., fatigue). 
3.05 0.80 4.9 14.8 50.8 29.5 
Q37. Supervisor deals with issues 
of "stuctoess" in the therapy 
session. 
3.00 0.71 1.6 19.7 55.7 23.0 
Q38. Supervisor teaches me how to 
write reports required by social 
agencies. 
3.10 0.69 1.7 13.6 57.6 27.1 
Q39. Supervisor teaches me how to 
change the home environment 
without being confrontational with 
the family (e.g., turning ofif the 
television'^  
2.79 0.88 4.9 36.1 34.4 24.6 
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Tabic 33 (Continued) 
Questions M SD 1' 2* 3' 4' 
(%) (%) (%) (%) 
Q40. Supervisor informs me of 
steps that need to be taken prior to 
making initial in-home visit with 
the family (e.g., how to woric with 
the DHS). 
2.88 0.82 3.4 29.3 43.1 24.1 
C^l. Supervisor pre-plans the 
session with me prior to therapy. 
1.79 0.75 36.5 51.9 7.7 3.8 
(^2. Supervisor provides crisis 
intervention training (e.g., dealing 
with runaways). 
2.73 0.73 3.3 33.3 50.0 13.3 
(^3. Supervisor encourages 
additional training relevant to my 
clinical and/or in-home therapy 
practice. 
3.13 0.76 1.6 18.0 45.9 34.4 
*1 =Not at all Important; 2 ^Somewhat Important; 3 =Very Important; 
4 =Extremely Important 
Note. N=61 
I l l  
Table 34: Means, standard deviations, and percent of responses on the Supervision Needs 
Inventory-Level of Importance S<^e-Clinical Perspective. 
Questions M SD T V 3* 4* 
(%) (%) (%) (%) 
Ql. Supervisor adheres to a 1.90 0.72 29.3 53.4 15.5 1.7 
particular model of therapy and gives 
concrete directions for adhering to 
that paiticiilar model. 
Q2. Supervisor gives me the freedom 3.38 0.64 0.0 8.6 44.8 46.6 
to choose my own therapy model. 
Q3. Supervisor provides information 2.93 0.72 1.7 24.1 53.4 20.7 
on available community resources. 
Q4. Supervisor deals with issues of 3.28 0.77 0.0 34.5 34.5 46.6 
client's safety. 
Q5. Supervisor provides specific 2.67 0.76 5.2 34.5 48.3 12.1 
intervention strategies and 
techniques. 
Q6. Supervisor uses trainees' 2.59 0.90 12.1 32.8 39.7 15.5 
personal biases to facilitate personal 
growth. 
Q7. Supervisor helps me explore 2.36 0.95 22.4 29.3 37.9 10.3 
personal issues. 
Q8. Supervisor assists me in 2.88 0.82 6.9 19.0 53.4 20.7 
developing my own therapy style. 
Q9. Supervisor helps me devise a 2.47 0.82 13.8 32.8 46.6 6.9 
treatment plan for clients. 
QIO. Supervisor helps me with 2.53 0.82 10.3 36.2 43.1 10.3 
personal problems that may interfere 
with therapy. 
Qll. Supervisor emphasizes basic 2.62 0.77 6.9 34.5 48.3 10.3 
stalls (e.g., joining, clinical note 
writing, etc.). 
Q12. Supervisor teaches skills on 2.53 0.78 8.6 37.9 44.8 8.6 
how to hsmdle specific issues (e.g., 
race/ethnicity) 
Q13. Supervisor uses role-play and 2.10 0.77 19.0 56.9 19.0 5.2 
fictional cases. 
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Table 34 (Continued) 
Questions M SD 1' 2* 3' 4* 
(%) (%) (%) (%) 
Q14. Supervisor teaches techniques 2.64 0.67 5.2 31.0 58.6 5.2 
to engender trust in relationships with 
clients. 
Q15. Supervisor uses self-disclosure 2.36 0.58 1.7 63.8 31.0 3.4 
as part of the learning experience. 
Q16. Supervisor addresses dynamics 2.67 0.73 6.9 27.6 56.9 8.6 
between clients and trainees. 
Q17. Supervisor addresses my family 1.98 0.76 25.9 53.4 17.2 3.4 
of origin issues. 
Q18. Supervisor revises and gives 2.67 0.78 5.2 36.2 44.8 13.8 
me constructive feedback on my 
clinical documentation. 
Q19. Supervisor provides 3.12 0.72 0.0 20.7 46.6 32.8 
constructive feedback on my therapy 
woric. 
Q20. Supervisor explores my 2.39 0.81 12.1 44.8 34.5 8.6 
worldviews and personal values. 
Q21. Supervisor helps assess my 2.55 0.75 5.2 44.8 39.7 10.3 
personal growth. 
Q22. Supervisor encourages the 2.97 0.73 3.4 17.2 58.6 20.7 
development of my personal style. 
Q23. Supervisor values my ideas. 3.24 0.63 0.0 10.3 55.2 34.5 
Q24. Supervisor demonstrates 3.09 0.73 1.7 17.2 51.7 29.3 
warmth. 
Q25. Supervisor displays flexibility. 3.12 0.68 0.0 17.2 53.4 29.3 
Q26. Supervisor includes humor in 2.88 0.77 0.0 36.2 39.7 24.1 
the supervision process. 
Q27. Supervisor provides emotional 3.02 0.69 0.0 22.4 53.4 24.1 
support. 
Q28. Supervisor provides direction. 2.87 0.77 3.4 25.9 50.0 20.7 
Q29. Supervisor provides 2.69 0.78 6.9 29.3 51.7 12.1 
information about the process for 
terminating cases. 
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Table 34 (Continued) 
Questions M SD 1* 2* 3* 4' 
(%) (%) (%) (%) 
Q30. Supervisor spends time joining 2.67 0.78 5.2 36.2 44.8 13.8 
with me. 
Q31. Supervisor switches 2.40 0.84 12.1 46.6 31.0 10.3 
supervisory styles in response to new 
situations. 
Q32. Supervisor trains me how to 2.05 0.85 30.0 37.5 30.0 2.5 
deal with distractions (e.g., 
television). 
Q33. Supervisor deals with issues of 2.93 0.79 5.2 19.0 53.4 22.4 
therapist's safety. 
Q34. Supervisor talks about ethical 2.92 0.91 12.0 8.0 56.0 24.0 
issues of in-home therapy. 
Q35. Supervisor deals with issues of 2.70 0.81 6.5 32.6 45.7 15.2 
boundaries (e.g., accepting food or 
beverages). 
Q36. Supervisor deals with issues of 2.95 0.78 1.7 27.6 44.8 25.9 
therapist's burnout (e.g., fatigue). 
Q37. Supervisor deals with issues of 3.12 0.65 0.0 15.5 56.9 27.6 
"stuckness" in the therapy session. 
Q38. Supervisor teaches me how to 2.83 0.73 6.4 17.0 63.8 12.8 
write reports required by social 
agencies. 
Q39. Supervisor teaches me how to 2.80 0.63 3.8 19.2 69.2 7.7 
change the home environment 
without being confrontational with 
the family (e.g., turning off the 
television, confronting sensitive 
issues). 
Q40. Supervisor informs me of steps 3.04 0.63 4.5 9.1 63.6 22.7 
that need to be taken prior to making 
initial in-home visit with the family 
(e.g., how to woric with the DHS). 
()41. Supervisor pre-plans the 2.52 1.50 29.3 36.2 10.3 1.7 
session with me prior to therapy. 
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Table 34 (Continued) 
Questions M SD T 2* 3' 4' 
(%) (%) (%) (%) 
Q42. Supervisor provides crisis 2.80 0.83 8.7 19.6 S4.3 17.4 
intervention training (e.g., dealing 
with runaways). 
Q43. Supervisor encourages 3.21 0.71 3.4 6.9 SS.2 34.S 
additional training relevant to my 
clinical and/or in-home therapy 
practice. 
*1 =Not at all Important; 2 ^Somewhat Important; 3 =Very Important; 4 ^Extremely 
Important 
Note. N=61 
ns 
Table 3S; Means, standard deviations, and percent of responses on the Supervision 
Needs Inventory-Frequency Scale - In-Home Perspective. 
Questions M SD 1' 2" 3* 4* 5* 
(%) (%) (%) (%) (%) 
Ql. Supervisor adheres to a 2.98 0.8S 3.3 21.3 54.1 16.4 4.9 
particular model of therapy and 
gives concrete directions for 
adhering to that particular model. 
Q2. Supervisor gives me the 4.52 0.72 0.0 1.6 8.2 26.2 63.9 
freedom to choose my own therapy 
model. 
Q3. Supervisor provides 3.82 0.81 0.0 4.9 27.9 47.5 19.7 
information on available 
community resources. 
Q4. Supervisor deals with issues 4.13 0.78 0.0 1.6 19.7 42.6 36.1 
of client's safety. 
Q5. Supervisor provides specific 3.64 0.86 0.0 9.8 31.1 44.3 14.8 
intervention strategies and 
techniques. 
Q6. Supervisor uses trainees' 3.34 0.95 3.3 13.1 39.3 34.4 9.8 
personal biases to facilitate 
personal growth. 
Q7. Sup^sor helps me explore 3.05 1.07 6.6 23.0 41.0 18.0 11.5 
personal issues. 
Q8. Supervisor assists me in 3.25 1.14 6.6 19.7 31.1 27.9 14.8 
developing my own therapy style. 
Q9. Supervisor helps me devise a 3.26 1.11 4.9 19.7 36.1 23.0 16.4 
treatment plan for clients. 
QIO. Supervisor helps me with 2.75 1.11 13.1 26.2 42.6 8.2 9.8 
personal problems that may 
interfere with therapy. 
Qll. Supervisor emphasizes basic 3.41 1.09 4.9 11.5 41.0 23.0 19.7 
skills (e.g., joining, clinical note 
writing, etc.). 
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Table 35 (Continued) 
Questions M SD 1' 2' 3' 4' 5' 
(%) (%) (%) (%) (%) 
Q12. Supervisor teaches skills on 3.21 1.05 6.6 14.8 41.0 26.2 11.5 
how to handle specific issues (e.g., 
race/ethnicity). 
Q13. Supervisor uses role-play 2.52 0.89 13.1 32.8 44.3 8.2 1.6 
and fictional cases to teach 
therapeutic skills. 
Q14. Supervisor teaches 3.08 0.92 1.6 26.2 41.0 24.6 6.6 
techniques to engender trust in 
relationships with clients. 
()15. Supervisor uses self- 3.23 0.92 1.6 16.4 50.8 19.7 11.5 
disclosure as part of the learning 
experience. 
Q16. Supervisor addresses 2.98 0.88 6.6 16.4 52.5 21.3 3.3 
dynamics between clients and 
trainees. 
Q17. Supervisor addresses my 1.98 0.79 27.9 49.2 19.7 3.3 0.0 
family of origin issues. 
Q18. Supervisor revises and gives 3.66 1.05 4.9 6.6 27.9 39.3 21.3 
me constructive feedback on my 
clinical documentation. 
Q19. Supervisor provides 3.56 1.01 3.3 11.5 27.9 41.0 16.4 
constructive feedback on my 
therapy woric. 
Q20. Supervisor explores my 2.72 0.84 6.6 31.1 47.5 13.1 1.6 
worldviews and personal values. 
Q21. Supervisor helps assess my 2.98 0.92 6.6 18.0 50.8 19.7 4.9 
personal growth. 
Q22. Supervisor encourages the 3.64 1.05 4.9 6.6 29.5 37.7 21.3 
development of my personal style. 
Q23. Supervisor values my ideas. 4.11 0.84 0.0 3.3 19.7 39.3 37.7 
Q24. Supervisor demonstrates 4.26 0.83 1.6 1.6 9.8 42.6 44.3 
warmth. 
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Table 35 (Continued) 
Questions M SD 1* 2' 3' 4" 5« 
(%) (%) (%) (%) (%) 
Q25. Supervisor displays 4.07 0.87 1.6 3.3 14.8 47.5 32.8 
flexibility. 
Q26. Supervisor includes humor 4.08 0.74 0.0 1.6 18.0 50.8 29.5 
in the supervision process. 
Q27. Supervisor provides 3.93 0.87 0.0 9.8 11.5 54.1 24.6 
emotional support. 
Q28. Supervisor provides 3.79 0.90 1.6 4.9 27.9 44.3 21.3 
direction. 
Q29. Supervisor provides 3.28 0.97 3.3 14.8 44.3 26.2 11.5 
information about the process for 
teraiinating cases. 
Q30. Supervisor spends time 3.36 0.95 3.3 11.5 42.6 31.1 11.5 
joining with me. 
Q31. Supervisor switches 3.16 0.95 4.9 14.8 47.5 24.6 8.2 
supervisory styles in response to 
new situations. 
Q32. Supemsor trains me how to 2.52 0.93 11.1 40.7 37.0 7.4 3.7 
deal with distractions (e.g., 
television). 
Q33. Supervisor deals with issues 3.43 1.06 3.3 16.4 31.1 32.8 16.4 
of therapist's safety. 
Q34. Supervisor talks about 3.57 0.93 0.0 13.3 33.3 36.7 16.7 
ethical issues of in-home therapy. 
Q35. Supervisor deals with issues 2.90 1.04 6.7 28.3 43.3 11.7 10.0 
of bound^es (e.g., accepting food 
or beverages). 
Q36. Supervisor deals with issues 3.11 0.95 3.3 19.7 49.2 18.0 9.8 
of therapist's burnout (e.g., 
fatigue). 
Q37. Supervisor deals with issues 3.26 0.96 4.9 13.1 41.0 32.8 8.2 
of "stuclmess" in the therq)y 
session. 
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Table 35 (Continued) 
Questions M SD 1" 2' 3' 4" 5' 
(%) (%) (%) (%) (%) 
Q38. Supervisor teaches me how 
to write reports required by social 
agencies. 
3.75 1.06 3.3 11.5 16.4 44.3 24.6 
Q39. Supervisor teaches me how 
to change the home enviromnent 
without being confix)ntational with 
the family (e.g., turning off the 
television, confronting sensitive 
issues). 
3.13 0.95 3.3 21.7 40.0 28.3 6.7 
C^O. Supervisor informs me of 
steps that need to be taken prior to 
making initial in-home visit with 
the family (e.g., how to woric with 
the DHS). 
3.34 1.05 5.2 13.8 36.2 31.0 13.S 
(^1. Supervisor pre-plans the 
session with me prior to therapy. 
2.51 1.50 21.3 47.5 14.8 3.3 1.6 
(^2. Supervisor provides crisis 
intervention training (e.g., dealing 
with runaways). 
2.89 0.91 4.9 27.9 45.9 16.4 4.9 
Q43. Supervisor encourages 
additional training relevant to my 
clinical and/or in-home therapy 
practice. 
3.87 0.92 0.0 8.2 24.6 39.3 37.9 
"1 = Never, 2 = Rarely; 3 = Occasionally; 4 = Often; 5 = Always 
Note. N=61 
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Table 36: Means, standard deviations, and percent of responses on the Supendsion 
Needs Inventory-Frequency Scale - Clinical Perspective. 
Questions M SD 1' 2' 3* 4" 5" 
(%) (%) (%) (%) (%) 
Ql. Supervisor adheres to a 2.91 l.OS 13.8 13.8 43.1 25.9 3.4 
particular model of therapy and 
gives concrete directions for 
adhering to that particular model. 
Q2. Supervisor gives me the 4.S3 0.63 0.0 0.0 6.9 32.8 60.3 
freedom to choose my own therapy 
model. 
Q3. Supervisor provides 3.48 0.96 1.7 15.5 27.6 43.1 12.1 
information on available 
community resources. 
Q4. Supervisor deals with issues 3.83 1.14 3.4 12.1 17.2 32.8 34.5 
of client's safety. 
Q5. Supervisor provides specific 3.33 l.OS 6.9 13.8 27.6 43.1 8.6 
intervention strategies and 
techniques. 
Q6. Supervisor uses trainees' 3.03 0.97 8.6 12.1 53.4 19.0 6.9 
personal biases to facilitate 
personal growth. 
Q7. Supervisor helps me explore 2.60 1.08 13.8 37.9 27.6 15.5 5.2 
personal issues. 
Q8. Supervisor assists me in 3.24 1.08 8.6 10.3 41.4 27.6 12.1 
developing my own therapy style. 
Q9. Supervisor helps me devise a 2.91 1.08 10.3 24.1 36.2 22.4 6.9 
treatment plan for clients. 
QIO. Supervisor helps me with 2.62 1.04 13.8 34.5 31.0 17.2 3.4 
personal problems that may 
interfere with therapy. 
Qll. Supervisor emphasizes basic 3.05 1.21 17.2 6.9 39.7 25.9 10.3 
skills (e.g., joining, clinical note 
writing, etc.). 
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Table 36 (Continued) 
Questions M SD I* 2" 3* 4* 5* 
(%) (%) (%) (%) (%) 
Q12. Supervisor teaches skills on 2.66 1.00 1S.5 24.1 41.4 17.2 1.7 
how to handle specific issues (e.g., 
race/ethnicity). 
Q13. Supervisor uses role-play 2.03 0.92 27.6 51.7 12.1 6.9 1.7 
and fictional cases to teach 
therapeutic skills. 
Q14. Supervisor teaches 2.79 0.99 13.8 17.2 46.6 20.7 1.7 
techniques to engender trust in 
relationships with clients. 
Q15. Supervisor uses self- 3.09 0.73 3.4 12.1 56.9 27.6 0.0 
disclosure as part of the learning 
experience. 
Q16. Supervisor addresses 3.00 1.05 11.5 11.5 50.0 19.2 7.7 
dynamics between clients and 
trainees. 
Q17. Supervisor addresses my 2.16 0.96 30.9 29.1 32.7 7.3 0.0 
family of origin issues. 
Q18. Supervisor revises and gives 2.71 1.12 15.5 27.6 34.5 15.5 6.9 
me constructive feedback on my 
clinical documentation. 
Q19. Supervisor provides 3.33 1.21 10.3 15.5 19.0 41.4 13.8 
constructive feedWk on my 
therapy work. 
Q20. Supervisor explores my 2.69 1.03 15.5 22.4 43.1 15.5 3.4 
worldviews and personal values. 
Q21. Supervisor helps assess my 2.84 0.87 10.3 13.8 58.6 15.5 1.7 
personal growth. 
Q22. Supervisor encourages the 3.47 0.94 5.2 6.9 32.8 46.6 8.6 
development of my personal style. 
Q23. Supervisor values my ideas. 4.02 0.78 1.7 3.4 8.6 63.8 22.4 
Q24. Supervisor demonstrates 3.91 0.86 1.7 3.4 20.7 50.0 24.1 
warmth. 
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Table 36 (Continued) 
Questions M SD 1* 2' 3' 4' 5' 
(%) (%) (%) (%) (%) 
Q25. Supervisor displays 3.91 0.82 1.7 3.4 17.2 56.9 20.7 
flexibility. 
Q26. Supervisor includes humor 3.84 0.74 1.7 0.0 2S.9 56.9 15.5 
in the supervision process. 
Q27. Supervisor provides 3.60 0.97 3.4 6.9 32.8 39.7 17.2 
emotional support. 
Q28. Supervisor provides 3.48 0.82 3.4 3.4 41.4 44.8 6.9 
direction. 
Q29. Supervisor provides 2.86 1.03 13.8 15.5 44.8 22.4 3.4 
information about the process for 
terminating cases. 
Q30. Supervisor spends time 3.28 0.97 6.9 5.2 51.7 25.9 10.3 
joining with me. 
Q31. Supervisor switches 2.84 0.83 5.2 24.1 55.2 12.1 3.4 
supervisory styles in response to 
new situations. 
Q32. Supervisor trains me how to 3.45 1.86 17.2 17.2 27.6 8.6 0.0 
deal with distractions (e.g., 
television). 
Q33. Supervisor deals with issues 3.14 1.00 5.2 17.2 46.6 20.7 10.3 
of therapist's safety. 
Q34. Supervisor talks about 4.67 1.68 8.6 1.7 15.5 17.2 1.7 
ethical issues of in-home therapy. 
Q35. Supemsor deals with issues 3.55 1.51 3.4 24.1 31.0 17.2 3.4 
of boundaries (e.g., accepting food 
or beverages). 
Q36. Supervisor deals with issues 2.88 1.04 8.6 27.6 37.9 19.0 6.9 
of therapist's burnout (e.g., 
fatigue). 
Q37. Supervisor deals with issues 3.22 0.88 1.7 19.0 39.7 34.5 5.2 
of "stuclmess** in the therapy 
session. 
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Table 36 (Continued) 
Questions M SD 1* 2* 3* 4« 5" 
(%) (%) (%) (%) (%) 
Q38. Supervisor teaches me how 3.53 1.66 13.8 15.5 19.0 27.6 3.4 
to write reports required by social 
agencies. 
Q39. Supervisor teaches me how 4.64 1.71 6.9 8.6 10.3 17.2 1.7 
to change the home environment 
without being confrontational with 
the family (e.g., turning ofT the 
television, confronting sensitive 
issues). 
(^. Supervisor informs me of 4.98 1.50 3.4 5.2 10.3 15.5 1.7 
steps that need to be taken prior to 
making initial in-home visit with 
the family (e.g., how to work with 
theDHS). 
(^1. Supervisor pre-plans the 1.98 1.00 38.6 34.1 20.5 4.5 2.3 
session with me prior to therapy. 
Q42. Supervisor provides crisis 2.82 1.06 11.1 24.4 37.8 24.4 2.2 
intervention training (e.g., dealing 
with runaways). 
()43. Supervisor encourages 3.83 0.96 1.7 8.6 19.0 46.6 24.1 
additional training relevant to my 
clinical and/or in-home therapy 
practice. 
•1 = Never, 2 = Rarely; 3 = Occasionally; 4 = Often; 5 = Always 
Note. N=58 
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Table 37: Items, mean, standard deviation, range, and Cronbach's alpha for 
the In-home Therapy Training - Level of Importance Scale 
Scale and Items Mean SD Range Alpha 
In-Home Therapy Training Scale 19.56 4.10 7-28 .8661 
Q32. Supervisor trains me how to deal 
with distractions (e.g., television). 
2.21 0.87 
Q34. Supervisor talks about ethical issues 
of in-home ther^y. 
3.01 0.76 
Q3S. Supervisor deals with issues of 
boundaries (e.g., accepting food or 
beverages). 
2.69 0.84 
Q38. Supervisor teaches me how to write 
reports required by social agencies. 
3.12 0.68 
Q39. Supervisor teaches me how to 
change the home environment without 
being confrontational with the family 
(e.g., turning off the television, 
confronting sensitive issues). 
2.79 0.79 
Q40. Supervisor informs me of steps that 
need to be taken prior to making initial in-
home visit with the family (e.g., how to 
woilc with the DHS). 
2.91 0.81 
Q42. Supervisor provides crisis 
intervention training (e.g., dealing with 
runaways). 
2.83 0.74 
N=7S; Standardized item alpha ».8664. 
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Table 38: Items, mean, standard deviation, range, and Cronbach's alpha for 
the In-Home Therapy Training - Frequency Level Scale. 
Scale and Items Mean SD Range Alpha 
In-Home Therapy Training Scale 21.93 4.87 9-33 .8511 
Q32. Supervisor trains me how to deal with 
distractions (e.g., television). 
2.61 0.91 
Q34. Supervisor talks about ethical issues of 
in-home therapy. 
3.52 0.91 
Q35. Supervisor deals with issues of 
boundaries (e.g., accepting food or 
beverages). 
2.82 0.98 
Q38. Supervisor teaches me how to write 
reports required by social agencies. 
3.57 1.08 
Q39. Supervisor teaches me how to change 
the home environment without being 
confrontational with the family (e.g., turning 
off the television, confronting sensitive 
issues). 
3.14 0.93 
Q40. Supervisor informs me of steps that 
need to be taken prior to making initial in-
home visit with the family (e.g., how to woik 
with the DHS). 
3.36 1.00 
Q42. Supervisor provides crisis intervention 
training (e.g., dealing with runaways). 
2.90 0.88 
Note. N=7S; Standardized item alpha =.8545. 
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Table 39: Items, mean, standard deviation, range, and Cronbach's alpha for the 
Therapy's Skills Development - Level of Importance Scale. 
Scale and Questions Mean SD Range Alpha 
Therapist's Skills Development Scale 39.44 7.13 20-56 .8982 
Q3. Supervisor provides information on available 
community resources. 
3.00 0.72 
Q4. Supervisor deals \vith issues of client's 
safety. 
3.28 0.71 
QS. Supervisor provides specific intervention 
strategies and techniques. 
2.84 0.84 
Q9. Supervisor helps me devise a treatment plan 
for clients. 
2.61 0.87 
Qll. Supervisor emphasizes basic skills (e.g., 
joining, clinical note writing, etc.). 
2.68 0.82 
Q12. Supervisor teaches skills on how to handle 
specific issues (e.g., race/ethnicity). 
2.65 0.78 
Q13. Supervisor uses role-play and fictional 
cases to teach therapeutic skills. 
2.17 0.83 
Q14. Supervisor teaches techniques to engender 
trust in relationships with clients. 
2.68 0.72 
Q18. Supervisor revises and gives me 
constructive feedback on my clinical 
documentation. 
2.80 0.77 
Q22. Supervisor encourages the development of 
my personal style. 
3.01 0.70 
Q29. Supervisor provides information about the 
process for terminating cases. 
2.71 0.80 
Q33. Supervisor deals with issues of therapist's 
safety. 
2.96 0.81 
Q36. Supervisor deals with issues of therapist's 
burnout (e.g., fatigue). 
3.00 0.79 
Q37. Supervisor deals with issues of "stuckness" 
in the therapy session. 
3.06 0.68 
Note. N^l 19; Standardized item alpha =.8979. 
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Table 40: Items, mean, standard deviation, range, and Cronbach's alpha for 
Scale and Questions Mean SD Range Alpha 
Therapist's Skills Development Scale 44.97 9.78 19-69 .9136 
Q3. Supervisor provides information on 
available community resources. 
3.65 0.90 
Q4. Supervisor deals ^^ith issues of client's 
safety. 
3.98 0.98 
QS. Supervisor provides specific intervention 
strategies and techniques. 
3.49 0.96 
Q9. Supervisor helps me devise a treatment 
plan for clients. 
3.09 1.10 
Q11. Supervisor emphasizes basic skills (e.g., 
joining, clinical note writing, etc.). 
3.24 1.15 
Q12. Supervisor teaches skills on how to 
handle specific issues (e.g., race/ethnicity). 
2.94 1.06 
Q13. Supervisor uses role-play and fictional 
cases to teach therapeutic skills. 
2.29 0.93 
Q14. Supervisor teaches techniques to 
engender trust in relationships with clients. 
2.94 0.96 
Q18. Supervisor revises and gives me 
constructive feedback on my clinical 
documentation. 
3.19 1.18 
Q22. Supervisor encourages the development 
of my personal style. 
3.55 1.00 
Q29. Supervisor provides infonnation about 
the process for terminating cases. 
3.08 1.02 
Q33. Supervisor deals with issues of 
therapist's safety. 
3.29 1.03 
Q36. Supervisor deals with issues of 
therapist's bumout (e.g., fiuigue). 
3.00 1.00 
Q37. Supervisor deals with issues of 
"stuckness" in the therapy session. 
3.24 0.92 
Note. N«119; Standardized item alpha -.9146. 
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Table 41: Items, mean, standard deviation, range, and Cronbach's alpha for 
the Supervisor's Personal Skills-Level of Importance Scale. 
Scale and Items Mean SD Range Alpha 
Supervisor's Personal Skills Scale 32.29 4.99 23-44 .8392 
QIS. Supervisor uses self-disclosure as part of 
the learning experience. 
2.30 0.66 
Q19. Supervisor provides constructive 
feedback on my therapy work. 
3.06 0.72 
Q23. Supervisor values my ideas. 3.29 0.61 
Q24. Supervisor demonstrates warmth. 3.13 0.77 
Q2S. Supervisor displays flexibility. 3.23 0.64 
Q26. Supervisor includes humor in the 
supervision process. 
2.99 0.77 
Q27. Supervisor provides emotional support. 3.10 0.67 
Q28. Supervisor provides direction. 2.94 0.78 
Q30. Supervisor spends time joining with me. 2.64 0.80 
Q31. Supervisor switches supervisory styles in 
response to new situations. 
2.45 0.85 
Q43. Supervisor encourages additional training 
relevant to my clinical and/or in-home thenqjy 
practice. 
3.17 0.74 
^SlS. N=119; Standardized item alpha =.8423. 
Table 42: Items, mean, standard deviation, range, and Cronbach's alpha for the 
Supervisor's Personal Skills-Frequency Level Scale. 
Scale and Items Mean SD Ranee Alpha 
Supervisor's Personal Skills Scale 40.31 6.65 13-55 .8797 
QiS. Supervisor uses self-disclosure as 
part of the learning experience. 
3.16 0.83 
Q19. Supervisor provides constructive 
feedback on my therapy work. 
3.45 1.11 
Q23. Supervisor values my ideas. 4.07 0.81 
Q24. Supervisor demonstrates warmth. 4.09 0.86 
Q2S. Supervisor displays flexibility. 3.99 0.85 
Q26. Supervisor includes humor in the 
supervision process. 
3.97 0.75 
Q27. Supervisor provides emotional 
support. 
3.77 0.93 
Q28. Supervisor provides direction. 3.64 0.87 
Q30. Supervisor spends time joining with 
me. 
3.32 0.96 
Q31. Supervisor switches supervisory 
styles in response to new situations. 
3.01 0.91 
Q43. Supervisor encourages additional 3.8S 0.94 
training relevant to my clinical and/or in-
home therapy practice. 
N-119; Standardized item alpha =.8818. 
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Table 43: Items, mean, standard deviation, range, and Cronbach's alpha for the 
Therapist's Personal Growth -Level of Importance Scale. 
Scale and Questions Mean SD Range Alpha 
Therapist's Personal Growth Scale 25.67 5.20 14-40 .8515 
Q6. Supervisor uses trainees' personal 
biases to facilitate personal growth. 
2.61 0.86 
Q7. Supervisor helps me explore 
personal issues. 
2.33 0.90 
Q8. Supervisor assists me in developing 
my own therapy style. 
2.82 0.88 
QIO. Supervisor helps me with personal 
problems that may interfere with therapy. 
2.43 0.85 
Q16. Supervisor addresses dynamics 
between clients and trainees. 
2.62 0.72 
Q17. Supervisor addresses my family of 
origin issues. 
1.92 0.73 
Q19. Supervisor provides constructive 
feedback on my therapy woric. 
3.05 0.72 
Q20. Supervisor explores my 
worldviews and personal values. 
2.31 0.78 
Q21. Supervisor helps assess my 
personal growth. 
2.57 0.79 
Q22. Supervisor encourages the 
development of my personal style. 
3.01 0.70 
N=119; Standardized item alpha =.8517. 
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Table 44: Items, mean, standard deviation, range, and Cronbach's alpha for the 
Therapist's Personal Growth -Frequency Level Scale. 
Questions Mean SD Range Alpha 
Therapist's Personal Growth Scale 29.64 7.09 10-46 .8900 
Q6. Supervisor uses trainees' personal 
biases to facilitate personal growth. 
3.19 0.97 
Q7. Supervisor helps me explore 
personal issues. 
2.83 1.09 
Q8. Supervisor assists me in developing 
my own therapy style. 
3.24 1.10 
QIO. Supervisor helps me with personal 
problems that may interfere with therapy. 
2.69 1.07 
Q16. Supervisor addresses dynamics 
between clients and trainees. 
2.99 0.93 
Q17. Supervisor addresses my family of 
origin issues. 
2.07 0.86 
Q19. Supervisor provides constructive 
feedback on my therapy work. 
3.45 1.11 
Q20. Supervisor explores my 
worldviews and personal values. 
2.71 0.93 
Q21. Supervisor helps assess my 
personal growth. 
2.92 0.90 
Q22. Supervisor encourages the 
development of my personal style. 
3.56 1.00 
Note. 19; Standardized item alpha = .8916. 
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APPENDIX B: INSTRUMENTS 
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There are 4 parts to this questionnaire. Please answer all questions and return this 
questionnaire in the envelope provided. THANK YOU! 
BACKGROUND INFORMATION 
Part One: The first type of questions will help us to get to know you and your clinical 
practices. Please circle the letter of your answer or fill in the blanks as indicated. 
1. Gender 
A) Female 
B) Male 
2. Race/Ethnicity 
A) African-American 
B) Asian American 
C) White (not Hispanic) 
D) Hispanic (Spanish American) 
E) American Indian or Alaskan Native 
F) Other (please specify): 
3. What is your age? years 
4. What is your highest educational degree earned? 
A) Do not have Bachelor's degree 
B) BA/BS 
C) Master's Degree (please specify area): 
D) Ph. D (please specify area): 
E) Other (please specify): 
S Please indicate the annual household income range that best fits the majority of vour 
clients: 
A) $0-$4,999 
B) S5,000-$9,999 
C) $10,000-S19,999 
D) $20,000-$29,999 
E) $30,000 - $39,999 
F) $40,000 - $49,999 
G) $50,000 and ^ve 
6. Do you hold a current license or certification in your professional area (e.g., licensed 
marriage and family therapist)? If yes, please specify: 
A) Yes 
B) No 
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7. If you see clients in a clinical setting, please specify the gender of your current 
supervisor: 
8. If you see clients an in-home setting, please specify the gender of your current 
supervisor: 
9. How many years of clinical experience do you have? years 
10. How many years of in-home therapy experience do you have? years 
11. How many client contact hours of clinical experience do you have? hours 
12. How many client contact hours of in-home therapy experience do you have? 
hours 
13. Do you belong to any professional organization? (Circle all that apply) 
A) American Association for Marriage and Family therapy (AAA/D^) 
B) The American Association for Pastoral Counseling (AAPC) 
C) The American Counseling Association (ACA) 
D) The American Psychological Association (APA) 
E) The National Ass^iation of Social Workers (NASW) 
F) The Association for Counselor Education and Supervision (ACES) 
G) Other (please specify): 
H) None 
14. How many college or university classes in Marriage and Family Therapy theory and/or 
practice have you taken? 
15. How many hours of supervision per week do you receive? hours 
16. How many hours of group supervision per week do you receive? hours 
17. Please indicate the average number of hours per month spent doing therapy in each of the 
following settings. 
# hours 
A) Community Agency 
B) Department of Human Services private contractor 
C) Hospital Setting 
D) Health Maintenance Organization 
E) Employee Assistance Program 
F) Private Practice 
G) University Clinic 
H) School 
I) In-Home Family Therapy 
J) Other (please specify): 
If 20% or more of yoar therapy work involves iH-home therapy please aaswer all of the remaining questions in this survey 
from the perspective of in-home family therapy supervision. If Im than 20% of your therapy work involves in-home 
therapy, please answer the questions from a clinical work perspective. Please check one. 
In-Home Therapy Perspective Clinical Perspective 
Supervision Needs Inventory 
Please circle the number thai best represents your answer. First, indicate the degree to which you think the item is important using the scale 1 Extremely 
Importaat; 2 ~ Very Important; 3 ~ Somewhat Important; and 4 « Not at all ImportanL Then, indicate the frequency with which each occurs in 
supervitioa using the following scale: 1" Never; 2 - Rardy; 3 Occasionally; 4'- Often; and 5 - Always; 6 - Not Applicable. 
1. Snpervisor adheres to a particnlar model of therapy and gives concrete directions for adhering to that 
particular modeL 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Impoitant Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
2. Snpervisor ehrcf me the freedom to choose my own therapy model. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
3. Snpervisor provides information on available community resources. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Impoitant Important InqiortanI Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
4. Sapcrvisor dcah with issacs of clkat's safety. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
5. Sapcrvisor provides specific iaterveatioa stratecies aad techaiqaes. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasioiully Often Always Not 
Applicable 
6. Sapcrvisor ascs traiaecs* pcrsoaai biases to facilitate persoaal xrowth. 
Level of Importance 
1 2 3 4 5 
FrequetKy 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
7. Sapcrvisor helps me explore persoaal bsaes. 
Level of Importance 
1 2 3 4 5 
FrequetKy 
1 2 3 4 5 6 
ExtrenKly Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
8. Sapcrvisor assbts me la dcvdopioK my owa thcrapi ^ Style. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Inqwrtant Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
CA 
9. SHpervisor hdpi me dcviie a treatmcat plaa for clicats. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
10. Sapcrvisor hdps mc with pcrsoaal problems that may iaterferc with therapy. 
Level of Inqmitance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
11. Sapervisor emphasizes basic skilb (c.e.« Joiaiae, cl aical aote writiae* etc.). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Never Rarely Occasionally Often Always Not 
Applicable Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
12. Sapcrvisor teaches sidib oa how to haadle specific issaes (e.e., race/ethaicity). 
Level of Importance 
1 2 3 4 5 
FrequeiKy 
1 2 3 4 5 6 
Never Rarely Occasiotully Often Always Not 
Applicable Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
13. Sapervisor ases role-play aad fictioaal cases to teach therapeatic skilb. 
Level of Importance 
1 2 3 4 5 
FrequerKy 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Inqiortant Important Applicable 
Never Rarely Occasiorully Often Always Not 
Applicable 
14. Superviior teachci (cchaiqacs to eBEeadcr tnist ia rdatioBships with clicBtt. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
In^ilant Impoilant Important Impoilant Applicable 
Never Rarely Occasionally OOen Always Not 
Applicable 
15. SBpcrvisor BSCS idf-disclosarc as part of the leani Bg experieace. 
Level of impoitance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extianely Very Somewhat Not at all Not 
impoilaiit Important Important Important Applicable 
Never Rarely Occasionally Oflen Always Not 
Applicable 
16. Sapcrvisor addresses dyaamics betweea ciieats aad traiaees. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally OAen Always Not 
Applicable 
17. Sapervisor addresses ny family of oricia issaes. 
Level of Impoitance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Never Rarely Occasionally Often Always Not 
Applicable Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
18. Sapervisor revises aad gives me coastructive feedbacii oa my cliaical docameatatioa. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
19. Snpcrvisor provides coaitmctlve fcedbacii oa my herapy worli. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
20. Sapcrvisor cspiores my woridviews aad persoaai vaiaes. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
21. Sapcrvisor hdps assess my persoaai Erowth. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
22. Sapcrvisor eacoaraecs tiic devclopmcat of my persoaai style. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Never Rarely Occasionally Often Always Not 
Applicable Extremely Vety Somewhat Not at all Not 
Important Impoitant Important Important Applicable 
23. Sapervisor vaiaes my ideas. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
00 
24. Sapervisor dcoKHiBtnites warmth. 
Level of Impoitance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Vety Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occauionally Often Always Not 
Applicable 
25. Sapcrvisor dbplayt fkxibility. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
26. Sapcrvisor iacladcs haaror ia the sapcrvbioa proccss. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
27. Sapcrvisor provides cmotioaal sapport 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Never Rarely Occasionally Often Always Not 
Applicable Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
28. Sapcrvisor provides dircclioa. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
29. Sapervisor provides taformatioB about the proccss for tcrmiaatiaK eases. 
Level of Impoitance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Vety Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Oflen Always Not 
Applicable 
30. Sapcrviior spcads time Joiatae with me. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
31. Sapcrvisor iwitclics sapervisory styles ia respoase to aew sitaatioas. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
32. Sapervisor traias mt how to deal with distraetioas e.K.« televisioa). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
33. Sapervisor deals with issaes of therapist*s safety. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
34. Sapcrvisor talks aboat cthical issacs of ia-homc therapy. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
fanpoftant Important Important Important Applicable 
Never Rarely Occasionally Oflen Always Not 
Applicable 
35. Sapcrvisor deab wUh issaes of bouadaries (e.e., acceptiae food or bcveraKes). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extmnely Veiy Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Oflen Always Not 
Applicable 
36. Sapcrvisor deals with issaes of therapbt*s baraoal (c.e., fatieae). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Impottant Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
37. Sapcrvisor deab with issaes of **stackaess" ia the therapy scssioa. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very - Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
38. Sapcrvisor teaches me how to write reports reqaircd by social aceacics. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Never Rarely Occasionally Often Always Not 
Applicable Extremely Very Somewhat Not at all Not 
Impottant Important Important Important Applicable 
39. Sapcrvisor teaches me how to chaagc the home eaviroameat withoat beiag coafroatatioaal with the family 
(c.e., taraiac off the tdevitloa, coafroBtlae seasltive istacf). 
Level of Imponance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important ImfMrtant Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
40. Sapervisor laforms me of steps that aeed to be takea prior to makiag iaitial in-home visit with the family 
(e.c., how to work with the DIIS). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important In^rtant Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
41. Sapervisor pre-plans the session with mc prior to herapy. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhai Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
42. Sapervisor provides crisb iaterveatioa traiaiag (e. e., dealiag with maaways). 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhat Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
43. Sapervisor enconrages additional training relevant to my clinical and/or in-home therapy practice. 
Level of Importance 
1 2 3 4 5 
Frequency 
1 2 3 4 5 6 
Extremely Very Somewhai Not at all Not 
Important Important Important Important Applicable 
Never Rarely Occasionally Often Always Not 
Applicable 
Please Aaswer the FoUowiag QhcsUohs: 
1. Overall, how satisfied are you with the supervision you arc currently receiving? 
A)Vety Satisfied 
B)Mostly Satisfied 
QMildly Dissatisfied 
D)Quitc Dissatisfied 
2. As an in-home therapist, what other needs do you consider important for your supervisor to address? 
3. Please provide any additional comments about your supervision experience as a therapist. 
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If It Imt 20% of yovr is Hat ipat ai •• la-kMM Cuijr tktrapiit, pitait utwtr the foHowtag qunioii from the 
ptnpcctivc of la-hoHM family therapy. Otherwtae, pteaic rtaponi with yoar clinical nperviior la oiiid. Please 
check oae. 
In-Home Therapy Perspective 
Ginical Perspective 
WAI 
Below are statements that describe some of the different ways a therapist might thmk or feel about his or her supervisor. 
Below each statement there is a seven point scale. If the statement de^'bes the way you always (or think) circle the 
number 7; if it never applies to you circle the number 1. Use the numbers in between to describe the vanaiions between 
these extremes. 
t " Not at all true 
2 • A little true 
3 • Slightly Hue 
4 - Somewhat inie 
5 • Moderately true 
6" Considerably true 
7 - Verytnie 
1. My supervisor and I agree about the things I will need to do in dxrapy to help improve my skills. 
2. What I am domg during supervision time gives me new ways of looking at my cases. 
3. I believe my supervisor likes me. 
4. My supervisor does not understand what I am crying to accomplish m supervision. 
5. I am confideni in my supervisor's ability to help me. 
6. My supervisor and I are working towards mutually agreed upon goals. 
7. I feel that my supervisor appreciates me. 
8. My supervisor and 1 agree on what is important for me to work on. 
9. My supervisor and 1 trust one another. 
10. My supervisor and 1 have different ideas on what my problems are. 
11. My supervisor and I have established a good understanding of the kind of changes that would be good for me. 
12. I believe the way my supervisor and I are working on supervision is correct 
Horvath(1989) 
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IOWA STATE UNIVERSITY College of Family and Consumer Sciences 
Department of Human Development 
and Family Studies 
1086 LeBaron Hall 
Ames. Iowa jooi i-i 120 
515 294-6316 
FAX 515 294-2502 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
We are interested in studying supervision needs of in-home therapists. Specifically, we will examine bow 
satisfied in-home therapists are with their supervision process compared with therapists working in other 
settings. Therefore, we are inviting you to conqilete the attached questionnaire. 
Part I of the questioimaire will give us some background information about you and your clinical experience. 
Part n assesses the needs therapists consider important during supervision, and the frequency with which 
those needs are met during supervision. At the end of this part you will find three additional questions. Part 
in is a brief questionnaire concerning working alliance with your supervisor. It will take approximately 20 
minutes to complete the questionnaire. 
Your participation in this project is entirely voluntary; you are free to withdraw from the study at any time. 
The data of this study will be used only for research purposes. All informatk)n will be kept confidential. Only 
a code number identifies questionnaires; no nanw vvill be associated with a particular questionnaire. 
Please answer each question carefully and sincerely; your feedback in this study will help to iii4)rove the 
quality of supervision received by in-home therapists. Benefits of participation in this res«ffch project include 
the opportunity to contribute to the fiekl of in-home therapy and superviswn and the opportunity to receive 
results from the research project. We appreciate your efforts, and we would like to thank you very much for 
your time and cooperation in this study. 
If you have any questions or concerns, please fiwl free to contact me at (SIS) 233-8834 or email me at 
tere@iastate.edu. 
We hope to hear from you soon! 
>rate Candklate 
With thanks. 
Iowa State University 
Clinic Coordinator- Iowa State University 
Marriage & Family Therapy Clinic 
NOTE: If yoa are not seeing cHcnts at thb time or you already fill out thb questionnaire, pleaic nark 
here and returned the questionnaire. Thank you. 
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IOWA STATE UNIVERSITY College of Family and Consumer Sciences 
Depanmeni of Human Development 
and Family Studies 
1086 LeBaron Hall 
Ames, Iowa jooi i-i 120 
515 294-6316 
FAX 515 294-2502 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Dear Director; 
I am a doctoral student in Marriage and Family Therapy at Iowa State University. As pan of 
my dissertation research, I am conducting a survey to explore the supervision needs of in-
home therapists and how often those needs are bong met in their actual supervision 
experience. I believe this research will contribute to the existing literature of in-home therapy 
and supervision, and provide supervisors valuable information with which to enhance 
professional development opportunities. 
I am requesting your assistance to conduct this research. I am seeking permission to survey 
all therapists working in your agency. The questionnaires will be provided to the supervisors 
so that they may distribute the enclosed packet to all of the therapists in your agency. Upon 
completion, I will pick-up all materials. If possible, I would like to distribute the 
questionnaires to therapists during staff meetings. I will be available to address all concerns 
and questions that therapists might have regarding this research. 
It will take approximately 20 minutes to complete the questionnaires. The questionnaires are 
coded only by numbers to assure respondents' confidentiality. All responses will be kept 
confidentiid and results will be presented only in aggregate fontL A summary of the research 
findings will be sem to all agencies for their use. 
I believe the findings fi'om this survey will increase our knowledge of the needs of in-home 
therapists and supervision. So, it is important that every agency that offers in-home services 
be represetted in this research. I hope that you, your supervisors, and your therapists will 
warn to participate in this research efibrt. I will ^ contacting you witl^ a week to answer 
any questions you might have regarding the study. If you would like to set up an appointment 
to met with me, I will be available at your convenience. Please feel free to contact me by e-
mail at tere@iastate.edu or phone S1S-233-8834. Thank you in advance for your time and 
consideration r^arding this request. 
Doctorate Candidate 
Sincerely, 
Iowa State University 
Clinic Coordinator 
Marriage A Family Therapy Clinic 
Iowa State Univenity 
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IOWA STATE UNIVERSITY College of Family and Consumer Scicnces 
Departmeni of Human Development 
and Family Studies 
1086 LeBaron Hall 
Ames. Iowa 50011 • 1120 
515 294-6316 
F.\X 515 294-2502 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Dear Director 
Thank you for your interest in my research study and for allowing your therapists to participate in this 
dissertation research study. As you know, I am a doctoral studem in Marriage and Family Therapy at 
Iowa State University. As part of my dissertation research, I am conducting a survey to explore the 
supervision needs of in-home therapists and how often those needs are being met during their actual 
supervision experience. 1 believe t^ research will contribute to the existing literature of in-home 
therapy and supervision, and provide supervisors valuable information with which to enhance 
professional development opportunities. 
I am requesting your assistance to conduct this research. Enclosed are the questionnaires, the small 
envelopes, rafiSe forms, and one big envelope for the rafQe forms. Each of your therapists will receive 
a questionnaire, a small envelope and a ra£Qe form. Upon conopletioo of the questionnaire, the 
thoapist will fokl each questionnaire, put it inside the small enwlope, and seal it. If a therapist would 
like his/her name to be entered in the r^e for an ISU cofiee mug or T-shirt, they can do so by 
completing the form provided. There will be an additional big envelope to put the rafiQe fomis. 
Finally, enclosed all materials in the big, self-stamped, self-addressed envelope and mail it. 
It will take approximately 20 minutes to complete the questionnaire. The questionnaires are coded only 
by numbers to assure respondents'confidentiality. All responses will be kept confidential and results 
will be presented only in aggregate form. A summary of tte research findings will be sent to all 
agencies for their use. 
I believe the finHing* from this survey will increase our knowledge of the needs of in-home therapists 
and supervision. It is important that every agency offering in-home services be represented in this 
research. I will be you widiin a week to answer any questions you might have r^arding the 
study. I will also be available to address all concerns and questioas that either you or the therapists 
m^it have regarding this research. Please feel free to contact me by e-mail at tere@iastate.edu or 
phone S15-233-8834. Thank you and your therapists in advance for your time and consideratioa 
regarding this research study. 
Sincerely, 
Iowa State University 
Clinic Coordinator - ISU 
Marriage & Family Therapy Clinic 
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IOWA STATE UNIVERSITY College of Family and Consumer Sciences 
Department of Human Development 
and Family Studies 
1086 LeBaron Hall 
Ames. Iowa 50011-1120 
515 294-6316 
FAX 515 294-2502 
O F  S C I E N C E  A N D  T E C H N O L O G Y  
Dear lAAMFT member; 
We know that this is a busy time for you, but we need your help! 
Recently, you received a questionnaire which assesses how satisfied therapists are with their 
supervision process. To date, we have not received your questionnaire. If you have mailed it 
recently, thank you very much! Your participation is greatly appreciated. 
If you have not returned your survey, please take a moment to complete the survey and return 
it to us by May S, 2000. If you are currently receiving supervision, please fill out the 
complete questionnaire. However, if you are no longer receiving supervision, please indicate 
this at the bottom of the fi'om page and mail the questionnaire using the postage-paid 
envelope included with the survey. 
Again, thank you for your voluntary participation in this study. We appreciate your time and 
effort. Please know that your participation in this dissertation research project provides you 
with the opportunity to contribute to the field of therapy and supervision. If you have any 
questions or need another survey, please call S15-233-8834. 
Thank you very much! 
Sincerely, 
Doctoral Candidate-MFT 
Linda E. Enders, Ph.D. 
Clinic Coordinator-ISU 
Marriage & Family Therapy Iowa State University 
ISO 
Family & Children's Center 1707 MAlNSTSEn LA CROSSE. Wl 54601.4200 (606) 78S-0001 
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April 19,2000 
Human Subject Committee 
Iowa State University 
PO BOX 1012 
Ames, lA 50014 
Dear Committee Members, 
I have authorized Milagros Masini to distribute questionnaires to 
our in-home counselors regarding their supervision for her 
dissertation research. The only stipulation is that we receive a 
written summary of her research findings. 
Sincerely, 
Familv & Children's Center 
John Oliver 
Director, Community Services 
JO:bb 
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March 29, 2000 
P.O. Box 1012 
Ames, lA 50014 
Milagros T. Masini 
L U T H E R A N  
s o c i a l  
S E R V I C E  
O F  
I O W A  
RE: Dissertation Research 
Dear Ms. Milagros, 
I appreciated visiting with you the other day. This letter is to confirm permission to 
submit surveys to Lutheran Social Service of Iowa - Ames Home-Based Services 
staff. Completion of these surveys will be on a voluntary basis only and LSS staff 
will have the full option to decline. 
If you need any further assistance please do not hesitate to contact me. 
Sincerely, 
David N. Brown, Ph.D., LMFT 
Center Director 
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O 
Quakerdak 
Strengthening Youth and Families Since 1851 
March 8. 2000 
Ms. Milagros T. Masini, M.S. 
Iowa State University 
1086 LeBaron Hall 
Dear Ms. Masini; 
1 authorize you to meet with Quakerdale's therapists and ask for their 
participation in the questionnaire you are using for your doctoral research. 
I have provided you by email with the four site supervisors names and telephone 
numbers to coordinate times for site visits to explain and distribute your 
questionnaire. 
Sincerely, 
Michelle S. Herman 
Executive Director 
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Box 848/106 16th Street S.W. 
Woverly, lowo 50677-0848 
Telephone 319-352-2630 
FAX 319-352-0773 
E-mail bl(h@breiTiwood.org 
Bremwood 
Lutheran 
Children's 
Home 
Serving Youth since 1864 
April 21, 2CC0 
College of Family and Consumer Sciences 
Department of Human Development and Family Studies 
1C86 LeBaron Hall 
Ames, Iowa 50011-1120 
Dear Sir or Madam: 
Bremwood Lutheran Children's Home has agreed to panicipate with Milagros T. 
Masini's dissenation work investigating supervision needs of in-home therapists. We 
understand that this dissertation research is pan of Milagros T. Masini's requirements 
towards her Doctorate in Marriage and Family Therapy at Iowa State University. 
htne A. Hanman 
President/CEO 
Bremwood Lutheran Children's Home 
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May 1. 2000 
L U T H E R A N  
S O C I A L  
S E R V I C E  
O F  
I O W A  
Milagros Masini 
P.O.Box 1012 
Ames. lA 50014 
Dear Ms. Masini; 
I am authorizing you to attend our staff meeting oa May 11'**, 2000 at 10:30 am, to 
meet with Lutheran Social Service therapists and distribute the questionnaire for your 
research project. 
We will be looking forward to seeing you May 11"* and hearing from you again with 
your results. 
Sincerely, 
Julie A. Allison, LBSW 
Center Supervisor 
155 
WEST IOWA FAMILY SERVICES, INC 
P.O. Box 178 
D«nison, lA 51442 
Phon*: 712-263-8445 
Fax: 712-263-8250 
April 17, 2000 
Human Subjects Connmittee 
Iowa State University 
Ames, lA 50011 
Dear Committee members: 
This is to inform you that I give permission for Milagros T. Masini to conduct research 
with staff members of West Iowa Family Services, Inc. Please contact me if you have 
any questions. 
Sincerely 
— 
im Greenwood, Owner/Director 
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YOUTH & SHEUER SERVICES, INC. 
Htlptng the next generation loar to a brighter fiuure 
Phone:515-233-3141 
Fax:515-233-2440 
E-mail: yst9ames.nec 
Web Page www.ys.ames.ta.us > 
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May 26, 2000 
I authorize Milagros Masini to conduct her doctoral 
research study with the therapists of Youth and Shelter 
Services. Ms. Masini has thoroughly explained the nature, 
purpose, and methods of her research and the Family 
Counseling Center is willing to participate in such an 
endeavor. 
Traci Scheuermann, LMSW 
Community Based Services Director 
Story, Boone, and Greene Counties 
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